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FECAL VACCINES* 
THEIR USE IN CHRONIC ARTHRITIS 
CERTAIN SKIN DISEASES 


AND 


REPORT OF CASES 


By WitviAM H. StrieTMANn, M.D. 
Oakland 


Discussion by F. M. Pottenger, M. D., Monrovia; 
William J. Kerr, M.D., San Francisco; Fred H. Kruse, 
M.D., San Francisco. 


A this paper purports only to recite the ex- 
periences of the writer with fecal vaccines 
during the past four and one-half years, refer- 
ence to the results of others will be practically 
entirely omitted. The method employed is that 
of William B. Wherry of Cincinnati, Ohio, with 
slight modifications, and is described by Dr. Ger- 
trude Moore, under whose supervision the vac- 
cines have been made, as follows: 

TECHNIC OF 


THE MANUFACTURE 


The patient is instructed to collect small represen- 
tative specimens from well-mixed stool and submit 
such samples to the laboratory while as fresh as 
possible. Samples to be sent on four successive days. 

The entire sample is immediately emulsified in 
physiological salt solution, using about 250 cubic 
centimeters of solution to each dram of specimen. 
The mixture is well shaken after which the solid par- 
ticles are removed by centrifugalization for a short 
period at low speed. The turbid supernatant fluid is 
a bacterial suspension of fairly uniform distribution, 
and from it cultures are made as follows: 

Three enriched glucose agar plates are streaked 
from each specimen. All are incubated for forty-eight 
hours at 37 degrees Centigrade, one aérobically, one 
anaérobically, and one under partial oxygen tension. 
Anaérobiosis is obtained by the pyrogallic acid plus 
alkali method. Partial oxygen tension is obtained by 
growth in conjunction with heavily seeded plants of 
B. subtilis. At the end of forty-eight hours different 
type colonies are picked and planted in glucose broth 
30 to 40 cubic centimeters in large test tubes. These 
transplants are incubated for forty-eight hours. Those 
picked from the aérobic plates are incubated aérobi- 
cally, those from the anaérobic plates, anaérobically, 
and those from the partial tension plates under par- 
tial oxygen tension. These tubes are stoppered with 
gauze-covered corks in order that they may be centri- 
fuged. This centrifuging, which is done after the 
forty-eight-hour incubation period, is accomplished by 
placing the tubes directly in the large centrifuge cups. 
The larger size centrifuge cups will accommodate 
eight to ten tubes. With a large four-cup centrifuge 
it is possible to centrifuge from thirty to forty tubes 
at one time. Three thousand revolutions per minute 
for ten to fifteen minutes is necessary to pack the 
bacterial sediment well. 


*Read before the General Medicine Section of the 
California Medical Association at the fifty-ninth annual 
session at Del Monte, April 28 to May 1, 1930. 


The supernatant broth is poured off and a portion 
of the sediment is transferred to a smaller test tube 
to be used for the making of antigens for skin test. 
They are identified by number. At the same time 
glucose broth is inoculated. These transplants are in- 
cubated for twenty-four hours and then filed to be 
used in identifying the organism if the patient reacts 
to it. 

That portion of the sediment which has been set 
aside for the skin antigens is now diluted with physio- 
logical salt solution sufficient to make a suspension 
of about 100,000,000 organisms per cubic centimeter. 
This tube is plugged with cotton and set aside for 
the moment while slides are made from the original 
sediment to be Gram-stained to determine proper 
method to be used in detoxifying. All the tubes are 
worked up in this fashion and the Gram-staining is 
done at one time. The Gram-positive organisms are 
detoxified with H.O, (undiluted) and the Gram-nega- 
tives with 10 per cent formalin (10 cubic centimeters 
of formalin plus 90 cubic centimeters of water). 
About five cubic centimeters of solution is added to 
each tube and they are incubated for forty-eight to 
seventy-two hours. The antigen suspensions for skin 
test are heated in a water bath at 70 degrees Centi- 
grade for one hour, incubated overnight and tested 
for sterility. Sterility tests are made under aérobic, 
anaérobic, and partial tension conditions, and incu- 
bation is carried on for three days. At the end of 
forty-eight hours the detoxifying suspensions are cen- 
trifugalized at high speed. The supernatant fluid is 
discarded. This bacterial sediment is washed three 
times in an abundance of physiological salt solution. 
This step should be done with great care. After 
washing, the bacteria are suspended in a small amount 
of physiological salt solution, made with 0.5 per cent 
phenol, and incubated for twenty-four hours. They 
are then placed on file awaiting the report of the skin 
tests. 

When the antigens for skin test, made as above 
described, have been found to be sterile they are am- 
pouled for use. 

On receipt of report of skin test the laboratory pro- 
ceeds at once to identify all the organisms that have 
given susceptibility or sensitivity reactions and to 
make a vaccine from these organisms. 

All of the antigens, identification cultures, and de- 
toxified bacterial suspension that have given negative 
skin tests are at this point discarded. A uniform sus- 
pension in phenolized salt solution is then made of 
all the organisms that are to enter into the making 
of the vaccine, and the vaccine is made up from these 
in direct proportion to the skin reactions. A final sus- 
pension containing about 200,000,000 per cubic centi- 
meter is made and ampouled for use after sterility 
tests as above outlined. 


TESTS 


Skin Testing.—It should be borne in mind that 
the antigens have not been identified and hence 
duplicates may be found among them which 
would result in a large dose of vaccine and per- 
haps produce rather severe constitutional re- 
actions. Nor are the antigens detoxified. Hence, 
in a not robust patient not more than two or 
three antigens should be used for testing at one 


AND REACTIONS 
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time, though we frequently use six in a rugged 
type. About one minim is injected intracuta- 
neously. Injections should be made about four 
centimeters apart to avoid confusion from con- 
fluent reactions. 

Immediate (Sensitivity) Reactions.—A reaction 
in the nature of an erythematous wheal may 
occur in from ten to thirty minutes and may dis- 
appear in from one to five hours. This, Wherry 
looks upon as indicative of the patient being sen- 
sitive to this particular organism though he may 
not actually be infected with it. Personally, | am 
inclined to look upon it as a manifestation of a 
bacterial allergy, which may be of great impor- 
tance in certain diseases. 

Late (Susceptibility) Reactions —Occurring in 
from ten to twenty-four hours. Similar, but giv- 
ing a decidedly more inflammatory reaction with 
tenseness and a deeper, more cyanotic appearance, 
and persisting several days. This indicates a defi- 
nite susceptibility to infection with the organism 
in question. 

Reactions are designated as of 
three plus degrees, being respectively of one to 
two, two to three, and three to four or more 
centimeters in extent. 


one, two and 


DOSAGE 

Dosage and Plan of Therapy.—Vaccines are 
made up about 200,000,000 per cubic centimeter. 
Of this, one minim is given hypodermically 
(sometimes intradermally in skin diseases) daily. 
If no constitutional reaction occurs after five or 
six doses, two minims are employed. In skin dis- 
eases, when the condition is looked upon as bac- 
terial allergy, the aim is to desensitize rather than 
immunize, and the dose is kept low—not to ex- 
ceed four minims. In arthritis, however, up to 
ten minims are given in gradually increasing 
doses. It has been interesting to note on retest- 
ing after six weeks that some of the original 
reactors drop out. Also, we have latterly pre- 
pared a new series of antigens after six weeks 
and note some new organisms present, whereas 
others may disappear from the group of reactors. 
It is unfortunate that we have not been able to 
identify all organisms before testing, but such 
plan was eliminated as being too expensive. 
However, we are planning to do so in the future. 
In most instances the treatment has been con- 
tinued ninety days before discarding it, in the 
absence of beneficial results. When apparently 
helpful it has been continued for as long as six 
months. 

ANALYSIS OF ARTHRITIS CASES 

In the chronic arthritis cases, we met with in- 
different success but, nevertheless, with encour- 
agement. Unfortunately, we chose them rather 
indiscriminately and, interestingly enough, our 
greatest success was with patients of the chronic 
infectious type in whom all obvious foci of infec- 
tion had been previously removed. In all, thirty- 
nine cases were treated, twenty-three of which 
fell into the group of chronic infectious arthritis 
according to Cecil’s classification, as demonstrated 
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by fusiform swelling of finger joints, multiplicity 
of joints involved, narrowing of joint spaces and 
absence of the hypertrophic lipping, etc., of the 
degenerative type. 

Of the remainder, there were eight cases of 
hypertrophic spondylitis, six of climacteric arthri- 
tis, and two senile arthritis cases. All cases were 
in females except five hypertrophic spondylitis 
cases 

Of the thirty-nine 
tonsils removed ; 


cases twenty-two had had 
twelve were edentulous; ten had 
either had antrums opened for permanent drain- 
age or had one or more washings for diagnosis ; 
two had otitis and one had had a mastoid oper- 
ation. All were negative radiographically for any 
remaining sinus involvement. Six had appendec- 
tomies and five cholecystectomies. There was no 
venereal history in any, and the five males showed 
no prostatic infection. Cases showing intestinal 
parasites were not included. All but one had 
negative Wassermanns. 


Twenty-four gave a history of constipation. In 


eighteen a gastro-intestinal series was done—one 
showed a diverticulosis of the colon; twelve a 


spastic colon; two a questionable appendix from 
the roentgenologic point of view. ‘Twelve chole- 
cystographies were done—eight were negative, 
two showed failure to empty properly, and two 
gave no gall-bladder shadow at all. None of the 
patients went to surgery. 

Of twenty-three patients with chronic infec- 
tious history, five were markedly benefited by 
treatment as manifested by relief of pain and a 
considerable reduction in the peri-articular swell- 
ing to the extent of about 25 per cent of the origi- 
nal remaining in two instances and perhaps 50 
per cent in three others. The one patient with 
infectious spondylitis was entirely freed from 
pain, the spine was normally flexible afterward 
and remained so for two years following, when 
she died of a cerebral hemorrhage. She had had 
her sinuses drained, teeth out, and tonsils re- 
moved some years prior to the onset of her spon- 
dylitis. She was one of the patients in whom the 
gall-bladder failed to show on cholecystography. 

Pain in three patients with hypertrophic spon- 
dylitis was lessened, but as all were given physio- 
therapy to correct postural defects, no conclusion 
can be drawn, many such cases becoming symp- 
tom free with correction of posture. 

The most interesting feature is that the best 
results were obtained in patients with chronic in- 
fectious arthritis in whom all obvious foci had 
been removed, for of the five cases showing the 
most definite results, all had had tonsillectomies, 
four were edentulous, and the fifth had had all 
dead teeth removed before coming under treat- 
ment. Two had had cholecystectomies and two 
others appendectomies. All had been chronically 
constipated for years. This at least suggests that 
the colon must be included as offering a primary 
focus of infection in some instances. Except for 
the irregular use of aspirin or atophan to control 
pain at times, no treatment other than the vaccine 
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was used in these cases, the constipation being 
controlled by cathartics previously used. All had 
ninety or more doses of vaccine. 


REPORT OF SKIN CASES 

Case 1—Mrs. R. C. P. Married. Forty-three years 
old. Surgical: Repair, 1918; intestinal obstruction, 
1920, with phlebitis of the right leg following cesa- 
rian; 1920, eclampsia. Diphtheria in childhood. Pneu- 
monia in early adult life. 


Complaints—Pain and swelling in right knee and 
ankle, shoulder, left elbow, and fingers of both hands. 
Flatulent indigestion, constipation and dyspnea at 
times relieved by eructation. 

Examination.—Marked acne rosacea of twelve years’ 
standing, treated by various dermatologists without 
success. Becomes worse with exacerbations of in- 
testinal disturbances, constipation, flatulency, etc. 

Some mucopurulent discharge from the left antrum. 
3oth antra were washed out nine months and two 
months ago with negative results. X-rays were nega- 
tive. Tonsils fibrotic; passed upon as not diseased by 
specialist. Double denture. 


There is a soft basal murmur, not transmitted. 
Blood pressure, 146/90. Some tenderness in gall- 
bladder region. Colon is flatulent. 

Fusiform swellings of mid-phalangeal joints—first, 


second, third fingers of the right hand and the second 
and third of the left hand. The right knee and ankle 
are puffy and painful, but the entire leg is somewhat 
edematous due to phlebitis. Right shoulder and left 
elbow are painful on movement, but show no swell- 
ing. The pelvis is negative. The urine is negative. 
Red cells, 4,610,000; hemoglobin, 81 per cent; white 
cells, 5950; polynuclears, 77.50; small lymphocytes, 
22.25; large lymphocytes, 0.25. Wassermann nega- 
tive. Blood urea nitrogen, 12.6 milligrams per 100 
cubic centimeters of blood. Blood uric acid, 3.2 milli- 
grams per 100 cubic centimeters of blood. 

X-rays were negative for gall-bladder disease. 
Colon spastic, and on manipulation suggested ad- 
hesion in region of cecum and mid-transverse colon. 


Spine shows hypertrophic changes with spur for- 
mation. 

Treatment—The patient was treated for several 
months with bile salts, diet, acidophilus milk, etc., 


with no result, and went East, returning nine months 
later, at which time a vaccine was prepared from the 
feces. She was given daily doses of one minim of a 
400,000,000 per cubic centimeter vaccine, and after 
thirty doses she not only felt a definite improvement 
in joint condition as far as pain was concerned, but 
noticed a marked fading of the eruption, The treat- 
ment was continued for eighty-four doses, at which 
time there was only a slight flushing at the site of 
the former eruption. Swelling of joints had materially 
decreased and pain was absent. 

She reported again twenty months afterward. The 
eruption had entirely disappeared and she had had no 
joint pain since. The swelling of the phlebitis persists. 

Out of ten antigens, the patient reacted to three— 
an aérobic colon bacillus, an anaérobic colon bacillus, 
and a Staphylococcus aureus. 


The foregoing case has been reported rather 
fully as it was only accidentally that the skin con- 
dition came under our observation, and as a result 
of its apparent cure the next case to be reported 
was referred by this patient. 
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Case 2.—Mr. E. B. H. Forty-seven years old. Pre- 
vious history negative. Patient began to have eczema 
in 1908, nineteen years prior to our first consultation. 
It then involved the inner surface of the left foot 
below the malleolus and, in spite of treatment by 
ointments of various sorts and x-ray, it extended as 
high as the calf. The process remained localized to 
this area for twelve years and the patient did not 
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continue treatment, as he now recalls, more than a 
year. The surface of the excoriated area constantly 
exuded serum during this time and it was necessary 
to keep it bandaged. 

In 1920 he applied to another dermatologist and 
was treated by “some kind of light treatments,” oint- 
ments and again x-ray, in spite of which the disease 
began soon to involve the other leg and appeared in 
both axillae and on the back in the region of the right 
shoulder blade. 

He then, in 1925, saw another physician who skin- 
tested him for food sensitization, and for two years 
he followed the prescribed diet, but with no result. 

Examination of this patient revealed nothing ab- 
normal except that he was overweight and had the 
skin lesions referred to. The serous oozing was so 
profuse that he had to change bandages and socks 
two and sometimes three times a day. 

He was put on a reducing diet and given vaccine 
from feces in one minim doses daily for about two 
months, at which time the lesions on the back and in 
both axillae had disappeared and on both legs were 
dry but still scaling. No local treatment was used. 

We then lost sight of the patient for seven months, 
when he returned with a recurrence of seven separate 
spots on the left arm and two on the right. He had 
lost nineteen pounds in weight, had dropped from 202 
to 183. The legs were still somewhat scaly, but had 
never oozed serum since the vaccine was employed. 

The old vaccine had been kept and was used again 
for sixty doses with a progressive improvement, and 
in two months all the lesions had disappeared with 
the exception of a small area which continued to show 
a flaky scaling on the left ankle. It is now twenty- 
three months since he was treated and there is no 
recurrence. The organisms to which this patient was 
sensitive were B. coli communis (aérobic), B. coli com- 
munior, B. proteus, a diphtheroid bacillus and an an- 
aérobic B. coli. 
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Case 3.—Mr. F. M., thirty-two years old. Except 
for a poliomyelitis four years ago, there is nothing re- 
markable in the previous history. The patient com- 
plains of an itching skin, which has caused him to 
scratch vigorously and as a result multiple furuncles 
have developed over the entire back and shoulders. 
This dates back ten years. He has seen two derma- 
tologists, who are unable to identify the cause. Has 
been given lotions, ete., with transient relief only. 
The Wassermann is negative, the blood count normal, 
and the sugar-tolerance test normal. In spite of the 
latter, he finds that starch restriction is helpful, but 
loses weight too rapidly on this regimen to make it 
feasible. 

The physical examination is negative except for 
some residue from the poliomyelitis, and the skin con- 
dition antedated this illness by six years at least. His 
blood uric acid varied from 3.4 to 2.5 milligrams per 
100 cubic centimeters of blood without dietary re- 
strictions. 

His back presented a mass of fresh scratches with 
multiple small furuncles in various stages. There was 
marked dermatographia, and the wheal produced by 
irritation became very itchy. 

In this instance a vaccine was made from the feces 
in the hope of desensitizing the patient and thus help 
to overcome the itching, and at the same time another 
was taken from the furuncles (a Staphylococcus aureus) 
for immunization purposes. The former was used in 
one minim doses daily and the latter in increasing, 
immunizing doses at four-day intervals. 

The fecal vaccine was of B. 
diphtheroid bacillus. 

The patient has thus far had one hundred and 
twenty doses of the fecal vaccine and thirty doses of 
the Staphylococcus aureus vaccine, the latter being 
given intradermally. He states that the itching has 
disappeared to a marked degree and that the furuncu- 
losis is 75 per cent cleared. At present he is having 
no treatment, but will have another series of antigens 
prepared for retesting before long. 


coli (aérobic) and a 








4 CALIFORNIA AND WESTERN MEDICINE 


Case 4.—Mr. R. L. S. Fifty-nine years old. In 
excellent general health, with normal laboratory find- 
ings. Psoriasis of ten years’ standing. He has been 
irregularly under treatment by a dermatologist, who 
used x-ray with success on certain lesions, but be- 
cause of the danger of losing his hair the patient 
would not consider x-ray therapy to lesions in the 
scalp. ‘There were two large patches, each the size of 
a silver dollar, above each ear and a slightly smaller 
area of involvement in the occipital region. 

A fecal vaccine was prepared for him and out of 
nine antigens there were four reactors, two of which 
showed marked early reactions, indicating sensitive- 
ness to the organism in question, These were an 
aérobic colon bacillus and a streptococcus from which 
the vaccine was made, Daily injections of one minim 
were given for one week, then two minims, three 
minims and four minims for a week each. The local 
reactions were slight and the dose was gradually put 
up to eight minims. He has had about ninety vaccine 
treatments in all. 

In the beginning the itching and scaling were very 
marked and the patient found himself constantly 
scratching his head, and his shoulders were covered 
with dry scales. In a month’s time there was practi 
cally no itching and the areas were reduced by more 
than 50 per cent. Now, after three months, it is possi 
ble to find only four patches in the scalp, none larger 
than an ordinary pimple, and there is no scaling or 
itching. The patient states that he cannot recall at 
any time in the past seven years that his scalp has 
been in as good condition as at present. We are dis- 
continuing treatment to note the effect in the course 
of another month or two. 


COM MENT 


In addition to the dermatological cases re- 
ported, there was an intractable recurring pityri- 
asis which is now free for three years. A patient 
with chronically recurring angioneuredema ol 
long standing has now gone over a much longer 
time than ever before without recurrence, but 
still she has had only four months of freedom 
and we claim nothing as yet. Another case is that 
of an exfoliative dermatitis which has recurred 
for the fourth time, and is now under treatment. 
All skin cases had either been tested for food 
allergies and diet found ineffective, or food aller- 
gies had been entirely ignored. 

How may we explain the results obtained in 


these dermatological conditions? Eczema _ has 
long been considered an allergic disease. Psori- 


asis has never been satisfactorily catalogued as 
to etiology, but is not unlikely to be allergic in 
type. Pityriasis is probably allergic. So is angio- 
neuredema. But they are not necessarily food 
allergies. Our results speak rather more forcibly 
for bacterial allergies or possibly the production 
of a protein-split product, the result of bacterial 
overdigestion of certain proteins in the bowel. In 
Case 3 reported, the vaccine was made from the 
organisms obtained from the feces and to which 
the patient was sensitive and, in addition, from 
the Staphylococcus aureus from the furuncles. In 
other words, the itching seems to have been’ con- 
trolled by the desensitization process and the 
furunculosis by an immunization process. This 
suggests that in the future it may be well to pay 
considerable attention to the two types of re- 
action in skin testing, my present impression 
being that the skin diseases of doubtful etiology 
may receive more benefit from those organisms 
which give an immediate or sensitivity reaction. 
230 Grand Avenue. 
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DISCUSSION 


FF. M. Porrencer, M.D. (Monrovia).—Doctor Striet- 
mann’s paper is a very timely one in that it suggests 
a method of therapeutic attack for a certain group 
of diseases which have always provided difficult prob- 
lems for the clinician. Since the idea of focal infec- 
tion was first introduced into medicine, it has been 
applied to various conditions with varied success; in 
fact, the many failures have probably overbalanced 
the successes. Focal infection is one of the greatest 
conceptions that have entered modern medicine. The 
difficulty is to establish it on a sound basis. A cer- 
tain type of arthritis is now recognized as being due 
to metastatic infection. This fact being established, 
it becomes necessary to find the source, as well as 
the nature, of the original infection. 

There has been a general attempt to treat arthritis 
by removal of the foci of infection. This would be 
comparatively simple if the infection were always in 
some organ of comparatively little value to the indi- 
vidual, and provided it could be removed with ease; 
but the treatment of focal infection has resolved itself 
into removing tonsils, teeth, colons, appendices, oper- 
ating on sinuses, always with the uncertainty that, 
after all, the correct focus might not have 
reached. 

The dermatological cases reported by Doctor Striet- 
mann are also of great interest. Certain types of 
asthma, hay fever, and urticaria will fall in this same 
line. While many students of the subject have always 
felt that the removal of organs, unless they be defi 
nitely infected, was not scientific, yet they have con- 
sidered their sacrifice necessary. If we bear in mind 
that the cure of all infections is brought about by 
the establishment of immunity, Doctor Strietmann’s 
method gives a more rational approach in these meta- 
static conditions. Our only method of therapeutic ap- 
proach to an infection produced by bacteria whose 
mode of action consists largely in cellular irritation 
is through vaccines. Our difficulty in this method of 
treatment is its uncertainty. There have been at- 
tempts to treat many types of infection by vaccines 
made from secretions and excretions, or focal con 
tents, but often the vaccine did not include the patho 
genic organisms. With Wherry’s method, as followed 
by Doctor Strietmann, the greatest patience is used 
in making the vaccine. Cultures are made and tested 
on the individual, and no culture is used unless the 
individual proves to be sensitive to it. In this way a 
vaccine will often include certain organisms that 
probably are not responsible for the infection that is 
being treated; but no harm will result, for it may be 
safely said that if a person does react to a vaccine, 
with an allergic response, it means that he is at the 
time, or has been in the past, infected with that 
organism. So by utilizing those bacteria to which the 
individual is allergic, we bring about a more scientific 
approach to the therapy of the disease. 

It is hoped that Doctor Strietmann’s plan will be 
followed by other investigators. I have known certain 
cases of sinusitis to be relieved by vaccine made ac- 
cording to Wherry’s plan. This appears to be an im- 
proved method of approaching what heretofore has 
been a very unsatisfactory field in medicine. 


been 


Wituiam J. Kerr, M.D. (University of California 
Hospital, San Francisco).—Doctor Strietmann’s paper 
emphasizes the fact that much can be done for the 
patient with chronic arthritis after due attention is 
paid to the general condition of the patient and meas- 
ures are taken to put him in a better position to fight 
his infection. We have passed through a long period 
of radical surgery for the eradication of the foci of 
infection and very often the patient has been neg- 
lected in dealing with the foci problem. I have long 
felt that in many instances at least the foci of in- 
fection appear as a result of the debility of the indi- 
vidual and that the foci themselves are not primarily 
the cause of the arthritis. For that reason I have 
directed a good deal of attention to measures which 
will build up the general health, removing, when 
necessary, definite foci of infection. 
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The various types of vaccine which have been used 
in the patient and such measures as will produce pro- 
tein shock have all served a purpose. They give the 
patient at least a “new deal” and either by improv- 
ing the general circulation by vasomotor relaxation 
or by promoting antibody reactions tend to bring 
about general improvement. Whether we agree with 
the authors that the local disturbance in the joint is 
brought about by an allergic state, or whether there 
is some other immunological principle involved, it 
does seem at times that specific vaccines have a defi- 
nite value. It seems quite certain that there is some 
general metabolic disturbance, using the term in its 
broadest sense, which is back of this group of con- 
ditions. I do not think that we have yet determined 
the fundamental process which is involved, but we 


are nearer to the solution than we have ever been 
in the past. 
Frep H. Kruse, M. D. (384 Post Street, San Fran 


cisco).—Doctor Strietmann’s work has interested me 
chiefly in its relation to the therapy of chronic arthri 
tis. The voluminous literature that has appeared and 
is appearing on the classification, etiology, and treat 
ment of the arthritides is sufficient evidence of the 
difficulties we are encountering and of our failure in 
controlling this disease. 

I still think that we must proceed rather radically 
in the elimination of focal infections in every part 
of the body; but when that is done there will yet 
remain epithelial tissues and lymph structures in the 
nasal sinuses, throat, lungs, genito-urinary system and 
gastro-intestinal tract that harbor and disseminate 
organisms that undoubtedly continue to invade the 
joints. Further surgical eradication is impossible, but 
the many specific immunological factors, disordered 
metabolic and internal glandular functions that deter- 
mine and control our resistance to infections offer a 
fertile and intriguing field for speculation and attack. 
Doctor Strietmann has indicated the possibilities that 
may result in raising the specific resistance powers 
of the individual. Doctor Kerr has suggested the im 
portance of studying the general constitutional needs. 
Of the latter, the glandular dystrophies and obesities; 
the influence of heredity; the diet in relation to the 
protein and vitamin needs of the individual and his 
ability to metabolize carbohydrates and eliminate glu- 
cose must all be taken into consideration. In asso 
ciation with the work of Doctor Strietmann in his 
use of specific vaccines from the intestinal tract, it 
is interesting to compare the report of H. Warren 
Crowe in the August issue of The Journal of Labora- 
tory and Clinical Medicine in reference to his isolation 
of certain strains of streptococci and the so-called 
“Micrococcus deformans” from stools and other sur- 
face foci of the body, and the excellent results 
obtained in the use of vaccines containing these 
organisms. 

It is evident from the immunological side of this 
problem, then, in the light of Strietmann’s and 
Crowe’s reports, that vaccines have more than the 
accredited protein shock value—a real specific value 
if the actual pathogenic organisms can be isolated. 
To secure the proper organisms is difficult and _ re- 
quires the procedures described by the authors. 

The problem of the intestinal tract plagues us all. 
I have consistently felt that mere colonic irrigations, 
high or low, with or without acidophilus implanta- 
tions by tube, could never do more than afford tempo- 
rary improvement and that if the intestine actually 
causes arthritis, a more specific method of treatment 
must be evolved. 

The viewpoint of Crowe that the offending organ- 
isms are harbored in the small intestine and must be 
secured from there further complicates the problem. 
Pemberton has described unusual conditions of the 
intestinal tract which are present in the course of 
chronic arthritis and often precede it. He notes this 
condition especially in the colon as seen by x-ray 
consisting of elongation, widening, tortuosity, and 
inertia of that organ. Fletcher has claimed that the 
bowel may be returned to a normal condition by diet- 
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ary control, including curtailment of the carbohydrate 
intake, adequate ingestion of protein, and a large 
vitamin content. Catharsis as so generally practiced 
frequently defeats its own aims and leaves only an 
irritated and inflamed mucous membrane, from which 
greater absorption takes place. By more gradual and 
natural measures with the proper diet, adequate elimi- 
nation and improved bowel tonus can be attained 
with a minimum of toxic absorption. 
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Doctor StRiETMANN (Closing).— Whether one be- 
lieves that focal infections are the direct cause of 
arthritis or that indirectly by disturbing the normal 
metabolism they lower resistance and are predispos- 
ing, at present our attitude should be in favor of the 
removal of any frank focus as the first step in the 
treatment of arthritis. One may still argue whether 
disease is the precursor of bacteria appearing in the 
body tissues or the reverse, but their unquestioned 
presence calls for removal where feasible. 

There is not much doubt that chronic infections 
exhaust the thyroid and probably the suprarenals, 
and there is an apparently definite type of climacteric 
arthritis. One should, therefore, always bear in mind 
the glandular dysfrophies and disordered states of 
metabolism and use all means to correct them. 

I, too, question the value of colonic irrigations. 
In fact, it is not improbable that they may do harm 
by increasing absorption. The “enema rash” (and 
cathartic rash) are an evidence of this. 

Another matter to be pointed out in relation to 
both the allergic skin diseases and the allergic con- 
ception of arthritis is the danger of depleting the 
patient by the drastic so-called “elimination diets.” 
It is not reasonable to assume that an individual who 
has eaten certain foods all his life suddenly becomes 
sensitive to them. However, one may conceive that 
some protein split products may develop as the result 
of deficient digestion, or even bacterial overdigestion, 
to which the patient may be sensitive. Similarly, as 
a result of changed intestinal environment, new 
strains of bacteria may develop to which per se the 
body is unaccustomed and sensitive. In either of the 
two latter premises, fecal vaccines, developed accord- 
ing to the Wherry method, may prove a valuable aid. 


RETROBULBAR NEURITIS AND MULTIPLE 
SCLEROSIS 


SOME OBSERVATIONS WITH QUANTITATIVE CHARTS 
AND REPORT OF CASE 


PART I 
By Cuirrorp B. Wacker, M.D. 
Los Angeles 


Discussion by Dohrmann K. Pischel, M.D., San Fran- 
cisco; M. F. Weymann, Los Angeles. 


OUBTLESS many ophthalmologists have 

read and reread with sharply focused and 
perhaps startled attention the following lines in a 
recent masterly contribution by Professor Harvey 
Cushing ': “Somewhat to his embarrassment it is 
the ophthalmologist who must make the final de- 
cision between a possible intranasal or a possible 
intracranial primary cause of an existent optic 
atrophy.” And still further, “What we must all 
strive for is to avoid futile operation either on the 
part of the neurosurgeon, or on the part of the 
rhinologist.””, Ophthalmologists may have been all 
attention at this point, but how many were pre- 
pared for this exquisite addition: “Unquestion- 
ably misdirected procedures would less often be 
carried out if the ophthalmologist took it on him- 
self not only to make the decision, but to put it 
to the test by conducting his own intracranial and 
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intranasal explorations rather than them 


over to others.” 


turn 


What more stimulating comment could be more 
deftly presented to the ophthalmologist, and from 
what higher court? While the ophthalmologist 
may feel flattered by the latter part of the above 
paragraph, still there was “embarrassment” to 


begin with. [Embarrassment is the right word. 
Large series of these cases must be slowly ac- 
cumulated and carefully studied before relief 


from this embarrassment will come. 

It is only occasionally that a conscientious, 
path-finding enthusiastic surgeon finds it neces- 
sary to turn to his followers -often more radi- 
cally enthusiastic than their leader—and endeavor 
to curtail the train of operations that he has so 
laboriously started. Perhaps the splendid work 

Leon White was as striking as any recent in- 
stance of this tendency for a surgical pendulum to 
overswing its equilibrium point. Indeed we may 
be even now reaching a state of overconservatism 
as the reaction against certain spheno-ethmoidal 
aérations becomes more pronounced, 


PURPOSE OF THIS PAPER 


The purpose of the observations in this paper 
is to emphasize again * what seems to be one of 
the most important steps in arriving at a better 
equilibrium in the retrobulbar neuritis group. | 
refer to the careful recording of a series of visual 
fields to establish the characteristics of 
gression by the consistent, 
quantitative perimetry. To be sure, this is a time- 
consuming examination, but I doubt not that if it 
can be shown to be more informing than rapidly 
made fundus, roentgen ray, transillumination, or 
nasal examinations, then time will be found to do 
the work even after office hours or in the 


pro- 
perhaps daily, use of 


eve- 
ning, since artificial illumination may be used 
quite satisfactorily. A brief outline of some of 


the anatomical data should add breadth to view- 
points of the neurological ophthalmologist.‘ 


ANATOMICAL DATA 


Embryologic Development: 

1. The ethmoid capsule is first formed solid 
without cells by a deposition of cartilage in the 
epithelium and subjacent mesenchyme, probably 
derived from the septum. 

At certain, 
mucosa : 

(a) The cells begin to divide more 
pouch inward, thus forming the ostia. 

(b) The variable location of the ostia, which 
determines to a large extent the location and 
variable arrangement of the cells of the sinuses. 

(c) The primitive cells are first formed out- 
side of the cartilaginous capsule. 

(d) The mucosa lining these cells has a marked 
ability to stimulate absorption of, and to evagi- 
nate into cartilage, bone and even dura, enabling 
the cells to grow or pneumatize into the capsule, 
etc., though as late as the third year they may be 
still extracapsular in the ethmoid region. Each 


sinus cell should have a nonvalvular opening into 
the nose. 


somewhat variable, points in the 


rapidly and 
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3. Osseous centers appear in the cartilage in 
the fifth and sixth fetal months and tend to pro- 
tect nervous and vascular tissue first, with a 
denser cortical deposit. (Ossification is not com- 
plete until adolescence. ) 

4. Osteoclasts aid the mucosa in the process of 
invasion or pneumatization of the sinuses. A 
weakness on the part of osteoblasts in protect- 
ing the foramina and other important structures, 
or an overactivity on the part of osteoclasts or 
mucosa, results in weak spots or dehiscences in 
the covering of important structures.’ 

The search for an explanation of certain cases 
of retrobulbar neuritis stimulated the investiga- 
tion of the formation of occurrence of these de- 
hiscences. Possibly their discovery in various and 
unexpectedly wide distribution led to an over- 
emphasis of their importance in that explanation. 
At any rate it seems notable that in the majority 
of dehiscent cases found in the dissecting room 
no history of trouble of the sort to be expected is 
obtained. Then again, of the few cases of retro- 
bulbar neuritis cases that have come to autopsy, 
dehiscences have not been actually found in suffi- 
cient proportion to lay as much to their 
might be convenient. Albeit the presence of a 
definite interstitial inflammation in the substance 
of the optic nerve has been sometimes found to 
exist, even though the optic disk appeared to be 
within the limits of normal in appearance, yet in 
others no pathological change is noted in the 


door as 


nerve even after a central scotoma has existed 
for as long as three months.® 
However possible, seems to state that few 


who have dehiscences have retrobulbar neuritis 
and again that dehiscences have rarely been found 
in retrobulbar neuritis cases. Yet it must be re- 
membered that it is a difficult subject on which 
to gather statistics because even when it is possi- 
ble to get an ordinary autopsy on a retrobulbar 
neuritis case, the search for dehiscences requires 
such a devastating, expert dissection that, for cos- 
metic reasons, it is not often permitted. While 
we are waiting for the slow accumulation of such 
evidence it is well to make note of the following 
possibilities as disclosed in the dissecting rooms: 
Sphenoidal Dehiscences: 

Such have been found to occur in sinus exten- 
sions to: 

1. Hypophysis and brain stem 
lar artery. 

2. Dural side of 
(int. carotid). 

3. Optic chiasm and hypophysis. 

4. Vidian nerve and nasopharynx (eustachian 
tube) ; in pterygoid extension, 

5. Gasserian ganglion, maxillary nerve at fora- 
men rotundum and mandibular nerve at foramen 
ovale; in great wing extension. 

6. Superior orbital or — fissure ex- 
tension may reach: second (optic n.), third (su- 
perior and inferior division of ecuae n.), 
fourth (trochlear n.), fifth (frontal n.—lachry- 
mal and nasal branches), sixth (abducens n.). 

The optic canal has a bony wall of thickness 
normally varying from 0.2 to 2.0 millimeters and 


-pons and basi- 


cavernous sinus and contents 
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is commonly from 2.0 to 5.0 millimeters distant 
from the osteum of the sphenoidal sinus. De- 
hiscences may vary from pin-point in size to a 
complete surrounding of the nerve so that it runs 
free in the sinus. 
Ethmoidal Dehiscences: 

May occur in extensions to: 

1. Meckel’s ganglion. 

2. Orbital plate. 

3. Dural plate. 

4. Maxillary sinus. 

5. Frontal sinus. 
». Lachrymal sac 
mon). ; 


— + 


(dehiscences are most com- 

7. Optic nerve at the foramen (where it is nor- 
mally coated by 2.0 to 5.0 millimeters of bone 
is much better protected than at the sphenoidal 
sinus ). 


STIGMATA OF MULTIPLE SCLEROSIS 


In addition to keeping these possibilities in 
mind it is just as essential to keep in mind some 
of the main stigmata of that most interesting and 
variable disease, multiple sclerosis. We must be 
particularly concerned about this disease since it 
is estimated that optic atrophy occurs in 50 per 
cent of the cases, often abruptly enough to be 
readily confused with retrobulbar neuritis. 
Multiple Sclerosis: 

1. Possibly of infectious origin. Often con- 
fused with hysteria, paralysis agitans, lriedreich’s 
ataxia, or Meniere’s disease, as well as with retro 
bulbar neuritis. 

2. Optic atrophy in 50 per cent of the 
and may begin in early life. 

3. Intention tremor. 


cases,’ 


4. Nystagmus. 

5. Scanning speech. 

6. Remissions are quite common. 

7. Bladder disturbances (late as a rule) 


8. Vertigo (late as a rule). 


Whether European clinics actually encounter 
multiple sclerosis more frequently than American 
clinics is difficult to say. Certainly, by reference 
to the extreme percentages, about twice as many 
cases are sifted out of the retrobulbar group and 
placed in the multiple sclerosis group in Euro- 
pean clinics as are so classified in American 
clinics at present. For instance Sheerer * reports 
that 80 per cent of the retrobulbar neuritis cases 
in the Tubigen eye clinic (64,000 admissions in 
1921 to 1928) were later classified as multiple 
sclerosis, 6 per cent as alcoholic, and 11 per cent 
unknown; 5 per cent represented relapses, leav- 
ing only 1% to 3 per cent of retrobulbar neuritis 
from definite sinusitis. The next highest report 
is 66 per cent by Fleisher ® from the same clinic 
in 1908. Then 54 per cent by Davis’? in Eng- 
land, while Langenbeck and Tarle'' both report 
about 25 per cent. This gives a general average 
of 50 per cent of retrobulbar neuritis represent- 
ing multiple sclerosis. Thus we have: 50 per cent 
of optic atrophy in multiple sclerosis and 50 per 
cent of multiple sclerosis in retrobulbar neuritis. 
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REPORT OF CASE 


When one finds a field such as the following 
in a patient who has rapidly lost vision, the few 
points already mentioned seem all too meager on 
which to take a stand as to whether or not oper- 
ation shall be advised. Indeed the question seems 
usually to be presented with a feeling that a sinus 
operation should be done. 


Case 1.—Patient came under observation on Octo- 
ber 12, 1928. Mrs. L. M., widow, age forty-three. 

Complaint—Blindness of right eye, first noticed 
when reaching for transfer ticket and widely miss- 
ing it. 

History—Always had good health until her hus- 


band (a physician) died a year ago, when worry and 
work began to make her feel extremely tired. Two 
weeks ago one of her two children had the grippe and 
tonsillitis, and now her mother is sick with the grippe. 
Patient has kept up, but after a sixty-mile drive had 
such a feeling of malaise and grippe that she took 
a ‘Turkish bath four days ago, and two days ago, 
although feeling better, the blindness O. D. was 
noted. Now, though tired, does not want to go to 
bed, but is much worried about her eyesight. No dis- 
ease evident in sinus, by x-ray and nasal examination. 
Wassermann negative. 

Eye Examination—Vision, O. D., 
Vision, O. S., 20/15. Fundi clear 
limits in all appearances. Disks good color, slightly 
rosy, left same as right. Venous pulsation noticeable 
on left disk. Not distinguishable in right eye. Fields: 
O. D., very large central scotoma with a border of 
weak peripheral vision. Color vision nil. O. S., close 
to normal except for a rather large blind spot having 
a tendency to expand temporarily, testing with 1/2000 
(Figs. 1 to 6). 


shadows only. 
and within normal 


Comment.—After the first field is taken in a 
case of this sort the ophthalmologist will usually 
be expected to decide for or against an intranasal 
operation. In the absence of positive findings, 
except abrupt central defect in the field, our de- 
cision was against operation and in favor of treat- 
ment while searching for progressive changes in 
the field. The diagnosis rests principally between 
retrobulbar neuritis and multiple sclerosis. In 
the former the strong tendency to recover as soon 
as the worst stage is reached in a very high per- 
centage (as high as 85 per cent given by Weill *) 
of the cases is well known. In the latter condition 
remissions are characteristic. Therefore a certain 
amount of watchful waiting and recording is 
justifiable. When a tendency to recover is de- 
tected the case can often be grouped among those 


which improve: with, spite of, or without an 
operation, 
The same may almost be said of treatment. 


Yet I have been so impressed with the recent 


work on virus infection '* as a possible explana- 


tion, not only of retrobulbar neuritis, herpes, 
sympathetic ophthalmia, etc., but also of multi- 
ple sclerosis that I have used heavy doses of 


salicylates as advocated by Gifford for sym- 
pathetic disease, combined with nasal shrinkage 
and suction, with occasional normal saline irri- 
gation. Rest in bed except perhaps for office 
examinations is urged. While these patients may 
recover without treatments, nevertheless treat- 
ment along these lines seems helpful not only 
to the morale of the patient during the panicky 
period, but also in maintaining the contact neces- 
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Fig. 1 (Case 1) Retrobulbar neuritis, O. D. second day, very large central scotoma, color vision nil, bracelet field, 
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Fig. 2 (Case 1).—Retrobulbar neuritis, O. D. tenth day, scotoma shrinking, colors returning under treatment. 
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Fig. 3 (Case 1).—Retrobulbar neuritis, O. D. twentieth day, all colors represented. Accurate inferior cecocentral 
scotoma, ‘‘dumbbell.” 
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Fig. 4 (Case 1).—Retrobulbar neuritis, O. D. thirtieth day, further improvement, enlarged blind spot, infranasal 
paracentral scotoma, 





Refraction 0 = 


(Case 


Fig. 5 


Uncorrected V.OS - 


1) 


4 1c 3 "ft 
Corrected V OS +4 ne 
a2 . 


~ 


Uncorrected VOS# 
Refraction O.S. ~Se22x7o 


Cometed VOSES 





Retrobulbar 







Fig. 6 (Case 1).—Retrobulbar neuritis, O. D. sixteenth month, vision is perfect 
slight enlargement of blind spot and some alteration of both 1/2000 contours. 
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sary to complete the field series and hold the 
patient in the proper course. 

With the first show or report of improve- 
ment in the field or central vision, perhaps at the 
second visit as in this case, the ophthalmologist 
feels more certain of his ground. In some cases 
| have even used Burnham’s '* combined _pilo- 
carpin series (one-twelfth grain to fourteen 
grains in a series of ten daily, afternoon, injec- 
tions ), since elimination should be helpful. 

It has been noticed that the slower the pro- 
gressive improvement the greater is the chance 
for some residual damage around the blind spot 
and occasionally centrally also, as compared with 
those whose return of vision is so rapid that 
long before any chance of atrophy sets in the field 
is again normal. In the concluding part of this 
paper instances of the more rapid form of re- 
covery and of multiple sclerosis will be given. 

(To be concluded.) 
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THE SURGICAL TREATMENT OF DUODENAL 
AND GASTRIC ULCER* 


By Verne C. Hunt, M.D. 
Los Angeles 


Discussion by Walter F. Wessels, M.D., Los Angeles; 
Clarence G. Toland, M.D., Los Angeles. 


HE results following surgical treatment of 
duodenal and gastric ulcer are best when care 
is exercised in the selection of cases and when 
the indications for surgery are most definite. In 
the absence of hemorrhage, perforation, obstruc- 
tion, or gastric retention in cases of duodenal 


* Read before the Southern California Medical Associa- 
tion, Long Beach, November 1, 1930. 
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ulcer, the amount of disability and efficacy of 
medical management of the lesion are most im- 
portant in determining whether or not the lesion 
is a surgical one. Many cases of duodenal ulcer 
of short duration will respond to medical treat- 
ment. Many others, where the symptoms and 
manifestations are sufficiently mild to produce 
little if any disability on medical and dietary man- 
agement, are not surgical. In the absence of com- 
plications, all duodenal ulcers should be given the 
benefit of medical management, and only those 
manifesting repeated recurrence of symptoms, 
with subsequent partial or total disability, should 
he considered surgically. The complications of 
hemorrhage, perforation, or obstruction usually 
establish the urgency of surgical procedures. In 
general, it may be stated that somewhat less than 
50 per cent of duodenal ulcers become surgical. 

Surgeons are very prone, and properly so, to 
regard most gastric ulcers as surgical in the ab- 
sence of contraindications to operation. Unques- 
tionably, many gastric ulcers will heal under 
proper medical management. However, the rela- 
tionship between gastric ulcer and carcinoma of 
the stomach cannot be denied. I have many times 
seen patients with carcinoma of the stomach who 
have had an antecedent history highly suggestive 
of ulcer. Whether or not there is any degree 
of agreement between surgeons, internists, and 
pathologists regarding the incidence of carcinoma 
developing upon an old gastric ulcer, it must be 
stated that the clinical differential diagnosis be- 
tween a benign gastric ulcer and early carcinoma 
is not always easy and entirely accurate. There 
are many lesions of the stomach, as determined 
by clinical and roentgen examination, where only 
exploration and microscopic section will deter- 
mine the accurate diagnosis. Whether or not gas- 
tric carcinoma is always a malignant lesion from 
its inception, or whether it may have developed 
on an old gastric ulcer, it is reasonable to suppose 
that most gastric carcinomas at some time have 
heen no larger in their diameter than the usual 
gastric ulcer. The therapeutic test of differenti- 
ation has at times allowed an operable lesion 
to become inoperable during the period of ob- 
servation. 

I have recently reviewed the operative findings 
and surgical procedures in 933 cases of duodenal 
and gastric ulcer on my surgical service at the 
Mayo Clinic during the period from January 1, 
1919 to May 30, 1930. There were 810 cases of 
duodenal ulcer and 123 cases of gastric ulcer, an 
incidence of 13 plus per cent of gastric uleer—or 
one gastric ulcer to approximately six duodenal 
ulcers. The incidence of ulcer, according to sex, 
in this series was approximately the same: 82.7 
per cent of duodenal ulcers, and 79.6 per cent 
of gastric ulcers occurred in the male. Intra- 
abdominal disease associated with duodenal and 
gastric ulcer is relatively common. That in the 
appendix was most frequently noted, occurring 
in 58 per cent of the patients with duodenal ulcer 
and in 43 per cent of the patients with gastric 
ulcer. Cholecystitis, usually with stones, was 
found associated with duodenal ulcer in forty-six 
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was done in forty o! 
recognized 








Cholecystectomy 
these. Hepatitis, of a variable degree, 
as a local process similar to that often encoun- 
tered in cholecystitis, was a frequent finding as- 
sociated with duodenal ulcer. In two patients 
with gastric ulcer a true cirrhosis of the liver 
existed. 
Indirect 


patients. 




































































operations were performed in 94 per 
cent of the duodenal ulcers, and direct operations, 
with some type of excision of the ulcer, were 
done in 78 per cent of the gastric ulcers. 







































































SURGICAL PROC EDURES IN DUODENAL UL ER 


results that may be ob- 


The most satisfactory 
nt of duodenal ulcer 


tained in the surgical treatme 
are those following posterior gastro-enterostomy 
degrees of pyloric obstruction. It 
ditions that gastro-enteros- 
The excellent results led to 


for varying 
was in just such con 
tomy was first used. 


the deduction that 1 eastro-enterostomy gave 
satisfactory results when obstruction occurred 


ulcer, the same procedure 
should provide similar results when used in non- 
obstructive types of duodenal ulcer. ixperience 
proved, however, that such was not always the 
_and this led to the subsequent operations of 
pylorus when performing gastro- 

nonobstructive duodenal ulcer. 
The unsatisfactory 


results that occasionally oc- 
curred following gastro-enterostomy led to the 
development of the direct operations, which, for 
the most part, have had a limited field of useful- 
ness. The careful selection of cases in which the 
indications for 


surgical treatment are 
resulted in a higher percentage of 
results following the indirect operat 
denal ulcer in recent years. 
Theoretically, the direct operati 
of duodenal ulcer should provide 
age of good results. i 
sirable in the bleeding type 
Unfortunately, in many patients 
rhage has been a predominating symptom 


secondary to duodenal 


case 
occlusion of the 
enterostomy lor 


of duodenal ulcer 


subacute lesions, 
he chronic lesions, 
gastro-enterostomy 


in the acute or 
ring in many of t 
direct operation of 
the procedure of necessity. 


gastro-enterostomy 
trolling the symptom of | 
cent of the bleeding duodenal ulcers. 
operation of partial duodenectomy, 
by Judd, when applicable, has 
assurance against recurrence of bleedit 
other surgical procedure. 
report, this author states that in sevent 
patients in whom there was a history 
there were one or more 
tients in from four months to two years 
operation of excision 
Slightly more than half of the 
denal ulcer in my series were designated 


CALIFORNIA AND WESTERN MEDICINE 


clear has 
satisfactory 
ions for duo- 


on of excision 
a high percent- 
excision is exceedingly de- 
in whom hemor- 
there 
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lesions; in many of these, by virtue of 

protective perforation, induration, and inflamma- 

tory reaction about the first portion of the 

duodenum, the direct operation was seldom appli- 

cable. Perforation, for the most part a protective 
one, posteriorly to the pancreas, OF anteriorly to 
the gall bladder or inferior surface of the liver 
or surrounding structures, had occurred in about 
16 per cent of the series. Obstruction of a vari- 
able degree had occurred in 19 per cent, a group 
in which the indirect operation has been followed 
by excellent results. In an additional four per 
cent there was dilatation of the stomach in the 
absence of true pyloric obstruction, best explained 
by disturbance of gastric motility. 

recent years has shown that the 
excision of duodenal ulcer have 
as those in which, in 
‘ulcer, some type of 


The Heineke Micku- 


acute 


I-xperience in 
results of simple 
not been so satisfactory 
addition to excision of the 
pyloroplasty has been done. 
licz, the Horsley, and Finney operations have 
most frequently employed. The latter 
procedures have had to do with division of the 
pylorus in performing pyloroplasty, with varying 
results. Horsley recently reported only 45 per 
cent satisfactory results following his operation, 
failure having been due in most of the remaining 
cases to recurrent ulcer along the pyloroplasty 
incision. In recent years, Deaver has obtained 
results with the direct operation justifying con- 
tinuation of the procedure in selected cases, when 
he has combined with excision of the ulcer, not 
only division of the pyloric sphincter, but resec- 
tion of the anterior half of the structure. Judd 
step further and has the 
he pyloric sphincter, converting 
the stomach and duodenum into one continuous 
part of the gastro-intestinal tract, producing 
about the same physiologic changes that occur 
when gastro-enterostomy 1s performed, In the 
series traced, he has reported 90 per cent satis- 
factory results, with a mortality rate of less than 
one-half of one per cent. These results are com- 
parable to the best results following 
enterostomy in carefully selected cases. There 
are certain limitations of the direct operation of 
excision and partial duodenectomy, and the oper- 
t ation is applicable usually only to those patients 


been those 


has a excised 


greater part of t 


gone 


gastro- 


operation is not always applicable to those lesions in whom mobilization of the duodenum is readily 
on the posterior wall of the duodenum. A his- accomplished, in the absence of much fixation 
Such 


and extensive deformity of the duodenum. 


tory of bleeding ‘s obtained in about 16 per cent 
of duodenal ulcers. The indirect operation of direct operations have been productive of much 
has been successful in con- better results than gastro-enterostom)y in the pres- 


ence of uncomplicated ulcer, particularly in young 
people. 

The indirect operation 
has given better results when used in old chronic 
with or without obstruction, than 
of relatively short duration, and 
particularly in young people. Even though the 
operation of gastro-enterostomly has not been fol- 
lowed uniformly by success, the procedure has a 
higher percentage of applicability than any of the 
direct operations. Few, if any, of the direct oper- 
ations, even though applied in carefully selected 
cases, have been productive of results surpassing 


of gastro-enterostomy 


duodenal ulcer, 
in duodenal ulcers 


ee ae 
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those derived from gastro-enterostomy. Graham 
of the Mayo Clinic, in 1913, reported the results 
of gastro-enterostomy, for the most part for duo- 
denal ulcer, at which time 70 per cent of patients 
were reported completely relieved, and 18 per 
cent markedly improved, or a total satisfactory 
result of 88 per cent. Balfour has recently re- 
ported 87 per cent satisfactory results from the 
operation of gastro-enterostomy. Many factors 
are responsible for failure to obtain benefit in 
all patients, following gastro-enterostomy in duo- 
denal ulcer. Gastro-jejunal ulcer has been cred- 
ited with failure of from 3 to 30 per cent. 
However, a low incidence is the rule and quite 
probably the true incidence is within 5 per cent. 
The failure to remove associated disease in the 
appendix and gall bladder, and the persistence of 
associated organic disturbance outside the stom 
ach and duodenum, are responsible in no small 
measure for incomplete relief following various 
operations for duodenal and gastric ulcer. 

I believe that the radical operation of partial 
gastrectomy has very little, if any, place as a pri- 
mary procedure in the treatment of duodenal 
ulcer. The direct and indirect operations for duo- 
denal ulcer are performed with a mortality rate 
approximating two per cent. In the last 635 cases 
of duodenal ulcer on my surgical service at the 
Mayo Clinic, in which my records are complete, 
there were fifteen deaths, a mortality rate of 2.3 
per cent. No large series of partial gastrectomy 
for duodenal ulcer has been reported with a 
mortality rate approximating this low figure. A 
mortality rate as high as 36 per cent has recently 
been reported by Hartwell and Felter for this 
procedure in duodenal ulcer. Certainly the inci- 
dence of secondary operation subsequent to the 
conservative surgical procedures for duodenal 
ulcer, be it for gastro-jejunal ulcer, or recurrence 
or reactivation of the original ulcer, is well within 
the limits of the difference in mortality rate be- 
tween radical partial gastrectomy and the conser- 
vative surgical procedures. Partial gastrectomy 
is at times necessary as a secondary operation for 
persistence of bleeding after gastro-enterostomy, 
and in the absence of gastro-jejunal ulcer such 
partial gastrectomy may be accomplished with 
excellent prospects of cure and minimum risk, 
when the resection is done preserving the former 
gastro-enterotomy and completing the procedure 
as a Billroth No. 2. Subsequent partial gastrec 
tomy is at times the procedure of choice in gastro- 
jejunal ulcer, but as a secondary operation, under 
these circumstances it is usually accomplished 
with less risk than in primary partial gastrectomy 
for duodenal ulcer. 

Primary partial gastrectomy does not neces- 
sarily insure against recurrence of ulcer, Balfour 


has recently reviewed fourteen cases in which re- 
currence of ulcer subsequent to partial gastrec 
tomy required further surgery. When applicable 
the direct operation of excision with resection of 
the pyloric sphincter is the operation of choice; 
and the indirect operation of gastro-enterostomy 
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for the remainder is productive of such excellent 
results that the radical operation of partial gas- 
trectomy should be reserved as a secondary pro- 
cedure when necessary for persistent bleeding or 
recurrence of ulcer. 

SURGICAL PROCEDURES IN GASTRIC ULCER 

The incidence of bleeding in gastric ulcer is 
somewhat higher than in duodenal ulcer. A his- 
tory of hematomesis or gross hemorrhage into 
the intestinal tract is elicited in at least 20 per 
cent of cases of gastric ulcer. As to whether 
or not the lesion is benign or malignant cannot 
always be ascertained without microscopic sec- 
tion. Experience has proven that the types of 
operation that include excision of the ulcer are 
followed by better postoperative results than 
those in which the indirect operation of gastro- 
enterostomy only is applicable. The direct oper- 
ations are, therefore, the ones of choice. By 
virtue of the acuteness of the lesion, its extensive 
involvement through protective perforation, or its 
location, the direct operation is at times inadvis- 
able, and simple gastro-enterostomy only is appli- 
cable. 

In the series of 123 cases of gastric ulcer 
herein reviewed, the indirect operation only was 
performed in 22 per cent. Many of these were 
for lesions high on the posterior wall near the 
cardia. In four, an anterior gastro-enterostomy 
with an entero-anastamosis was necessary because 
of inaccessibility of the posterior wall of the 
stomach. Balfour has recently reviewed one hun- 
dred cases in which simple gastro-enterostomy 
was done for gastric ulcer with a mortality rate 
of three per cent, and satisfactory results in 79 
per cent. In general, by virtue of the extensive 
surgical procedures at times required for excision 
of the lesion, gastric ulcer is a more serious lesion 
than duodenal ulcer, and the surgical treatment 
of gastric ulcer is accompanied by risk at least 
twice that of duodenal ulcer. 

The direct operations may be considered as con- 
servative and radical procedures. The conserva- 
tive procedures include excision of the lesion, 
plus, in the vast majority of instances, the in- 
direct operation of gastro-enterostomy. The inci- 
dence of obstruction is high in gastric ulcer 
situated near the pylorus; however, gastric reten- 
tion, often of high degree, was noted in many of 
the patients in whom the ulcer was situated in 
the middle third of the stomach. This is probably 
due to disturbance of motility through loss of 
continuity of the gastric musculature. 

In very few cases of surgical gastric ulcer may 
a good result be expected following simple ex- 
cision, unless it is for ulcer in the cardiac third 
of the stomach. Some degree of retention, with 
delayed emptying of the stomach, may persist 
after simple excision through disturbance of gas- 
tric motility. To obtain the best results, any con- 
servative excision operation usually must be 
supplemented by the indirect operation of gastro- 
enterostomy. The cautery destruction of the ulcer 
has given way to the cautery excision of the entire 
lesion and has proven a most satisfactory pro- 
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cedure when combined with gastro-enterostomy, 
and is accomplished with a low mortality rate 
and followed by excellent results. The cautery 
method of excision leaves a smaller defect in the 


stomach than the former knife excision pro- 
cedure. Some type of excision, with gastro- 
enterostomy in all but four instances, was the 


method employed in 77 per cent of the direct 
operations. Some type of resection was used in 
the remainder, excepting in four patients in whom 
there had been an acute perforation. Partial 
gastrectomy, after the method of Polya, was most 
frequently employed. The Billroth No. 2 was the 
final procedure in two cases in which a resection 
was done as the second stage of a two-stage oper- 
ation, a posterior gastro-enterostomy having pre- 
viously been made. There are certain lesions in 
which the two-stage operation is to be recom- 
mended, particularly in patients in poor general 
condition and in cases where the one-stage ex- 
cision of large perforating lesions would be ac- 
companied by unjustifiable risk. The Billroth 
No. 1 and the sleeve resection have a very limited 
field of usefulness. The latter procedure is par- 
ticularly suited to the hour-glass deformity occa- 
sionally encountered in gastric ulcer. 

The choice of procedure is largely dependent 
upon the size and location of the lesion, and as 
to whether or not perforation has occurred. To 
disturb the protection afforded by the pancreas, 
or liver, or gastrohepatic omentum in the pres- 
ence of a large subacute perforating ulcer with 
much surrounding inflammatory reaction, con- 
tributes greatly to the risk of any direct oper- 
tion. On the other hand, many small or medium- 
sized ulcers that have gone on to perforation 
with subsidence of the subacute inflammatory 
process, and have assumed the characteristics of 
a chronic perforation, may readily be excised by 
conservative methods or radical partial gastrec- 
tomy. Very few gastric ulcers in the cardiac half 
of the stomach are readily and safely treated by 
partial gastrectomy. The conservative operation 
of excision and posterior gastro-enterostomy as- 
sures approximately as good a result and certainly 
less risk than a partial gastrectomy. 

The relatively high incidence of hemorrhage, 
of subacute and chronic perforation, obstruction 
and gastric retention, and disability, provide the 
indications for surgical treatment in the majority 
of patients with gastric ulcer. 

The question of gastro-enterostomy, in addi- 
tion to closure of acute perforating duodenal or 
gastric ulcer, is dependent upon the time interval 
between perforation and operation. The mortal- 
ity rate following operation varies from 5 to 35 
per cent, according to the time interval, and not 
so much as to whether or not gastro-enterostomy 
is made in addition to closure. Closure of the 
perforation, with or without gastro-enterostomy, 
within six hours and during the period of con- 
tamination, results in a high percentage of re- 
coveries, the mortality rate rises rapidly after the 
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twelve-hour interval, with the onset of progres- 
sive peritonitis. In the event of recovery, simple 
closure of the perforation has obviated further 
symptoms when the perforating ulcer has previ- 
ously been a symptomless lesion. However, those 
ulcers that have previously given symptomatic 
and other antecedent evidence of their presence 
usually recur after simple closure without gastro- 
enterostomy, and many require secondary oper- 
ations, usually gastro-enterostomy. Thirteen pa- 
tients in the series of duodenal ulcers herein 
reviewed had had previous closure of a perforat- 
ing ulcer with recurrence of symptoms, requiring 
secondary operations. I am of the opinion that 
within the first twelve hours, primary attention 
should be directed toward treatment of the ulcer, 
and in many instances gastro-enterostomy may be 
done in addition to closure of the perforation 
without decreasing materially the chances of re- 
covery. After twelve hours the ulcer becomes of 
secondary importance to peritonitis, and whether 
or not a gastro-enterostomy is made in addition 
to closure of the perforation has little to do with 
the question of recovery of the patient, except 
that the time required to perform a gastro-enter- 
ostomy, in addition to closing the perforation, 
often prolongs the operation sufficiently to defeat 
its purpose. Simple closure of the perforation, 
and the institution of adequate drainage, favors 
recovery. The necessity of secondary gastro- 
enterostomy in a patient who has recovered sub- 
sequent to simple closure of a perforation is 
preferable to the uselessness of a gastro-enteros- 
tomy in one who has failed to recover following 
operation that has been more extensive than a 
life-saving procedure. 
555 Roosevelt Building. 


DISCUSSION 


Watter F. Wessers, M.D. (1200 South Alvarado 
Street, Los Angeles).—Doctor Hunt implies that the 
treatment of peptic ulcer is primarily medical. 

With this we probably all agree. 

That there are definite surgical indications no in- 
ternist can deny. 

When these surgical indications are so clean-cut 
and definite in the minds of the general surgeon and 
internist as they are in the mind of the writer of this 
paper, and surgery is undertaken with these indica- 
tions as a foundation, a definite advance will have 
been effected in the successful treatment of ulcer. 

It has been the attitude of too many general sur- 
geons that ulcer is a surgical condition. This has 
resulted in many miscarriages of treatment. 

On the other hand, too many practitioners and in- 
ternists have failed to clearly define surgical indi- 
cations and thereby have failed to secure optimal 
results. 

The re-reading of the first paragraph of this most 
excellent paper will clarify much of the confusion 
that has existed as to the indications for surgery. We 
are in full accord with the statement of indications, 
with the possible exception of hemorrhage. Acute 
hemorrhage is generally not surgical. Repeated bleed- 
ings from an ulcer may often demand surgical inter- 
vention. 

I hold that it is the province of the well-qualified 
internist to determine surgical indications, recom- 
mend surgical interference and to leave the surgery, 
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with its mechanical details, to the surgeon. These de- 
tails have been extremely well set forth in this paper. 

If, then, the surgeon keeps in mind the admoni- 
tion of Doctor Hunt “that the failure to remove as- 
sociated disease in the appendix and gall bladder, and 
the persistence of associated organic disturbance out- 
side the stomach and duodenum are responsible in no 
small measure for incomplete relief following various 
operations for duodenal and gastric ulcers,’ surgery 
and medicine will have been much benefited. 

However, the eradication by surgery of the local 
manifestation of ulcer is only a part of the successful 
treatment. The medical and dietary management 
after surgery is of no small importance. 


2 
o 


Ciarence G. ToLranp, M.D. (1930 Wilshire Boule- 
vard, Los Angeles).—The degree of benefit to be 
expected in the treatment of gastric and duodenal 
ulcers depends on many factors, but perhaps none 
are more important than the surgeon’s judgment in 
deciding when to operate, and in selecting the proper 
procedure with the ulcer exposed. 

Undoubtedly, many of the poor results obtained 
in the past have been due to either a hasty selection 
of surgery, an unfortunate choice of surgical pro- 
cedure, or failure to enforce a strict postoperative 
regimen. 

Doctor Hunt has emphasized the incidence of other 
intra-abdominal which occur coincidentally 
with duodenal and gastric ulcers, and we believe these 
are responsible for the persistence of symptoms post- 
operatively in many cases. 


diseases 


Pylorospasm, gastric retention, and hyperacidity are 
almost constant sequelae of peptic ulcers, and the 
cures that occur from medical treatment are due to 
correction of these conditions. By the same token, 
surgery can only succeed in improving an ulcer in the 
degree that it can relieve these factors. 

Excision of an ulcer alone thus gives inferior re- 
sults unless combined with some form of pyloro- 
plasty or gastro-enterostomy. In duodenal ulcer, 
Judd’s excision of the anterior half of the pyloric 
sphincter is rational, allowing alkaline regurgitation 
into the stomach and free motility of the gastric 
contents. 


Whatever improvement follows posterior gastro- 
enterostomy is in proportion to the correction of 
these factors. 

Similarly with the gastric ulcer, pylorospasm and 
retention are common, and posterior gastro-enteros- 
tomy, in addition to cautery excision, is superior to 
excision alone. 

Physiologically, partial gastrectomy for certain gas- 
tric and duodenal ulcers is a sound operation’ it 
removes the ulcerous, acid-forming area with con- 
sequent lower postoperative acid figures, it corrects 
pylorospasm and its attendant evils, and the recur 
rences are definitely less although they do occur. 
Practically, however, the high mortality restricts its 
usefulness to a narrow field. 

By regarding gastric and duodenal ulcers as patho- 
logic conditions dependent primarily upon a_ dis- 
ordered physiology, the reasons for the superiority 
of certain surgical procedures can be seen. 

Only careful consideration by both the surgeon and 
the gastro-enterologist extending over a long post- 
operative period, can we obtain the best results in 
treating these pathologic lesions, the cause of which 
we are ignorant, 


Doctor Hunt’s paper, based on a large series of 
cases over a period of eleven years, is of great value 
in establishing the comparative merits of the various 
surgical procedures advocated. 
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MULTIPLE MYELOMA* 


REPORT OF CASE 


By Lioyp Bryan, M. D. 
AND 
Joseru Levitin, M.D. 
San Francisco 


Discussion by Edwin I, Bartlett, M.D., San Francisco; 
C. L. Connor, M.D., San Francisco. 


YELOMA is a primary malignant disease of 

bone, characterized by multiple foci in the 
vertebrae and flat bones of the skeleton. It is 
associated with an anemia. 

The first case described was one by McIntyre 
in 1845. There have been few additions to the 
literature, and as late as 1905 Wood was able to 
collect only thirty cases. With the use of x-ray, 
diagnosis was made simpler and in 1927 Gesch- 
ickter and Copeland * collected four hundred and 
twenty-five cases, thirteen of which were their 
own. Kolodny® found only nine typical cases in 
a review of the material of The Registry for 
Bone Tumors. 

The disease is most frequent after middle life, 
comparable to the age incidence of carcinoma. 
However, cases have been reported in children. 

In common with all malignancies the etiology is 
unknown. Trauma has been claimed to play an 
important part. A history of trauma has been 
found in most cases. However, most patients can 
recall a trauma some time in their life, and it 
alone would not explain the multiplicity of the 
lesions. 

The role of infection has been seriously con- 
sidered. In favor of this is the febrile course of 
the disease and the type of plasma cell found 
being characteristic of chronic infection. 

The most frequent site of the tumor is in the 
flat bones and spine. All the skeletal bones may 
be involved. The tumor is confined to the red 
marrow. It may expand the cortex, thinning it, 
or may break through. The growth may be very 
vascular, causing pulsation, or it may be semi- 
fluctuant as a result of previous hemorrhage. 
Tumor nodules are often felt along the ribs as 
the result of expansion of the tumor from within. 

While the disease is primarily one of the bone 
marrow, tumor growths have been found else- 
where, as in the liver, spleen, and regional lymph 
nodes. It is questionable if these are metastatic 
or are separate nodules arising in the reticulum 
of the hemopoietic system. Pulmonary lesions are 
not found, which is an aid in the differential diag- 
nosis by x-ray. 


CLINICAL SYMPTOMS 


The most outstanding symptom present in all 
cases, and which first brings the patient to the 
doctor, is pain. The onset is insidious, and may 
be vague, intermittent, neuralgic or rheumatic 


- From the Department of Roentgenology, Mount Zion 
Hospital. 


* Read before the Radiology Section of the California 
Medical Association at the fifty-ninth annual session at 
Del Monte, April 28 to May 1, 1930. 
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pain; aggravated by motion or pressure. This 
may be followed by a period of remission during 
which the patient is relatively free of symptoms. 
It is this indefiniteness that accounts for the diag- 
nostic failures in the early stages of the disease. 
Characteristically, pain is felt on percussion of 
the bones. Usually it is limited to the back and 
is attributed to compression of vertebrae, en- 
croachment on the nerve roots by the tumor or 
periosteal irritation. With involvement of the 
ribs, pain is present. Headaches are frequent 
with skull involvement. 

With involvement of the spinal column, para- 
plegia may result. This is caused by compression 
of the cord by the tumor. Neurological findings 
of bilateral exaggerated reflexes, positive Babin- 
ski, ankle and patellar clonus are present. These 
changes often recede, probably as a result of vas- 
cular changes in the spinal tumor, effecting a 
regression in its size. 

The gastro-intestinal symptoms nausea, 
vomiting, and colicky pain may be associated with 
compression of the spinal cord, or may be due 
to anemia. In the terminal stages they are often 
a result of the enterocolitis. 


ot 


Pathological fracture is a frequent complica- 
tion. The fractures are often multiple. Union is 
generally slow and may not take place. Fifty per 
cent of all the fractures occur in the ribs. 

With involvement of the spine, there may ap- 
pear a characteristic deformity, as described by 
Geschickter and Copeland,’ viz., a dorsal kypho- 
sis and flattening of lumbar curve, resulting in a 
habitus of a protruding abdomen, bulging lower 
ribs and feet set at a wide base to maintain equi- 
librium. There may be an actual diminution in 
size of the patient. 

The blood pressure is generally low. 

LABORATORY FINDINGS 

Myeloma is closely associated with the dis- 
cussion of Bence-Jones protein. This is a true 
protein first observed in the urine of patients 
with this disease by Kahler * in 1889. It is pre- 
cipitated in the presence of acetic acid, coagulat- 
ing at 40 to 50 degrees Fahrenheit and dissolving 
on warming. The amount excreted is variable, 
usually not exceeding one per cent. At first con- 
sidered specific for myeloma, Bence-Jones pro- 
tein has been found in other diseases of the bone 
marrow, namely, metastatic tumors of the bones, 
multiple sarcoma, osteomalacia, polyfibrocystic 
disease, lymphatic and myeloid leukemias, and 
chloroma. This protein is not consistently found, 
occurring in only 50 per cent of cases. It is inter- 
mittently found in the same patient. Casts, red 
blood cells and albumin are frequently found. 


The number of red blood cells is usually be- 
tween two and three million. Normoblasts and 
myelocytes have been reported in the blood 
stream. Plasma cells of the same type seen in 
the tumor have also been found in smears. These 
findings indicating regeneration, exclude this dis- 
ease from falling in the class of aplastic anemia, 
where attempts of regeneration are not found. 
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The white count varies. Leukocytosis, sometimes 
found with myelocytes, has led some to regard 
this disease in the nature of a leukemia. But these 
findings can be explained by secondary infection, 
which is often present. : 

Anemia is a characteristic feature of the dis- 
ease and is found in the late stages. 

The x-ray findings are characteristic and diag- 
nostic. Areas of rarefaction, without bone pro- 
duction, which may expand the cortex; multiple 
lesions in the flat bones and vertebrae may only 
be confused with metastatic malignancy. In the 
spine there may be collapse of the affected body. 


DIFFERENTIAL DIAGNOSIS 


With the complete syndrome of multiple de- 
structive lesions involving the flat bones and 
spine, an unexplained anemia and the presence 
of Bence-Jones protein in the urine, a diagnosis 
of a myeloma is easily made. Early in the disease 
differentiation may be extremely difficult. 

Tabes dorsalis may be simulated: by the girdle- 
like pains as result of pressure of the tumor on 
the spinal nerves; Pott’s disease by the erosion 
of the vertebral column; pernicious anemia by 
the high color index and nerve changes when the 
cord is involved. Osteomalacia is simulated by 
the anemia, deformity, and Bence-Jones protein. 
The clinical course in both diseases is similar. It 
is here that the x-ray differentiates the two con- 
ditions. Furthermore myeloma does not cause 
bending of the extremities as found in osteo- 
malacia. Osteitis deformans is simulated by the 
deformity, but in myeloma there is no bowing 
of the tibia and no increase in the width of the 
tables of the calvarium. Nephritis is suggested by 
the low kidney function, high nonprotein nitrogen 
retention, albumin, and frequent red blood cells. 
More cases have been wrongly diagnosed as 
chronic nephritis than any other disease. The 
blood pressure in myeloma is always low. Blood 
chemistry studies will prevent errors in diagnosis. 
Differentiation from metastatic malignancy is the 
most difficult problem with the x-ray. The dura- 
tion of the disease, location of the lesions, and 
the different types of anemia aid in making the 
diagnosis. Exploratory incision for microscopic 
section can be easily made, although Kolodny * 
feels that this procedure is unnecessary because 
the disease can be diagnosed without it. He 
also points out that Ewing’s sarcoma may be con- 
fused microscopically with a myeloma when over- 
stained. Ewing’s tumor may be differentiated by 
the fact that it is a single lesion. 

Prognosis.—The disease is fatal. The average 
duration is two years. Wallgren® and Gesch- 
ickter* report patients living five years after 
onset. Death may be due to extension of the 
tumor or to the anemia. 


Treatment.—As in other malignancies, treat- 
ment is only palliative. Deep roentgen therapy 
offers the best relief. The pain is relieved re- 
markably by a few exposures. In a disease that 
tends toward remissions it has been questionable 
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how much of the improvement is due to the actual 
destruction of the tumor. It is commonly believed 
that x-ray is only palliative and does not cure or 
arrest the disease. In our case it was noted that 
not only was the pain relieved under therapy, but 
new bone filled in the destroyed areas. ‘The tumor 
became smaller and the patient was kept comfort- 
able for a period of three years. 

Transfusions are indicated when the anemia is 
severe, and it is advisable to keep the patient at 
rest to avoid pathological fractures. 

REPORT 


OF CASE 


History —A woman, age thirty-nine, born in Vienna, 
Austria, married and having two children, had diph- 
theria at the age of twenty and an appendectomy at 
the age of twenty-five. During her fifth month of 
pregnancy she began to feel pain in the upper dorsal 
spine. The pain was more severe at the end of the 
day and relieved when she lay in bed; with this there 
was weakness in her legs. 


Physical Findings. — Kssential findings as follows: 
Temperature, 99 degrees Fahrenheit. Blood pressure 
134 millimeters, systolic. An area of dullness existed 
in the chest between the upper angle of the right 
scapula and spine, with diminution of the breath 
sounds. Flexion was limited and painful in the dorsal 


region, and the dorsal spine was held rigid. Knee- 
jerks were increased. Knee and ankle clonus was 
present. There were disturbances in sensation to 


sharp and blunt between the costal margin and the 
groin, hypoasthesia to hot and cold, and a marked 
Romberg. 

X-ray: A rounded irregular shadow of increased 
density was seen at the level of the head of the third 
right rib, suggesting a new growth, and there was a 
destructive process of the fourth rib on the right, 
extending from the postaxillary region to the verte- 
bral column, and on the ninth rib on the left. 

Blood: Hemoglobin, 70 per cent Sahli; red blood 
cells, 3,850,000; white blood cells, 8200. 

Urine: Negative. 

X-ray examination, including gastro-intestinal series, 
failed to reveal a primary growth. 

Impression: A malignant tumor, probably primary 
in the lung, with metastases into the ribs and fourth 
dorsal vertebra. 

Examination one year after onset, October 1927, 
showed increased neurological findings. Patient had a 
complete paraplegia. X-ray showed destructive proc- 
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esses involving the third and sixth ribs anteriorly on 
the left, ninth and tenth posteriorly on the left, the 
fourth and eleventh ribs on the right, and the fourth 
dorsal vertebra. The urine showed numerous red 
blood cells and a slight trace of albumin. Bence- 
Jones protein was not found. Impression was of the 
presence of multiple malignant tumors of the spine 
and ribs; with question of a primary hypernephroma 
in view of the findings of red blood cells in the urine. 
At this time the patient was referred to us for x-ray 
therapy by Doctors L. Eloesser and R. Morris, Radi- 
ation was given over the dorsal spine and affected 
ribs, using 200 kilovolts, one-half millimeter copper 


filter, at a distance of fifty-five centimeters. Ex- 
posures of one hundred milliampere minutes were 
given. The response was almost immediate. Pain 


was relieved and signs of cord pressure disappeared. 
For the following year the patient received treat- 
ments at intervals, returning whenever pain re- 
appeared. In the interim she was able to be up and 
about, and perform her routine household duties. Her 
condition was closely checked by x-ray studies. The 
areas of destruction showed regeneration of bone, In 
October 1928, after an absence of two months, she 
returned with swelling over the maxilla, headaches, 
and pain low in the pelvis. The x-ray picture showed 
multiple areas of rarefaction in the skull and a simi- 
lar process in the pelvis. The blood at this time 
showed: hemoglobin, 60 per cent Sahli; red blood 
cells, 4,000,000; white blood cells, 6000. The urine 
contained a trace of albumin, no blood cells, and 
no Bence-Jones protein. A few exposures over the 
calvarium reduced the swelling over the maxilla and 
relieved the headache. On account of loss of hair she 
refused further treatment over the skull. She did not 


reappear for three months, when in response to a 
follow-up letter she returned. Her complaint now 
was weakness and pain over the lower back. The 


blood showed a marked change. The hemoglobin was 
18 per cent Sahli; red blood cells, 1,200,000; white 
blood cells, 1550; and 86 per cent polymorphonu- 
clears. Therapy over the affected areas was given 
with relief of pain. It was noted here that the color 
index had risen from 0.75 to 1.0, resembling a _ pri- 
mary anemia. A blood transfusion was given and a 
definite improvement followed. For the following two 
months frequent transfusions were given. This was 
always followed by a temporary improvement in her 
general condition. Repeated examinations of the urine 
for Bence-Jones protein were negative. 

During the patient’s stay in the hospital the eleva- 
tion of temperature averaged 37.8. A biopsy was 
made at this time from a section of bone that had 
received no radiation. 





Fig. 1.—Destruction of the third rib posteriorly, Ex- 
pansion of the head to a large tumor mass. October, 
1926. 


Fig. 2.—Regeneration of bone; 
mass of the head of the third rib, following x-ray therapy. 
May, 1927. 


shrinking of the tumor 



















Fig. 3.—Multiple areas of destruction involving the 
calvarium, October, 1928, 


Pathological report by Dr. C. Y. Rusk—Mycloma: 

The patient went progressively downhill. She had 
little pain, was weak and exhausted, and died after an 
illness of three and one-half years from onset. 

Autopsy report: The ribs showed an irregular nod- 
ular appearance. Section showed medullary portion 
expanded, portions of the cortex eroded, and in some 
places thickened by new bone formation. ‘Tissue be 
tween the bone was grayish red. The head of the 
third rib on the right was expanded to a diameter of 
about two and one-half centimeters. The bone mar- 
row of the right femur showed no gross involvement 
and was very red and cellular. 

Section: The spleen showed excessive blood pig- 
ment in the pulp cells, suggesting excessive blood 
destruction. The femoral bone marrow was hyper- 
plastic and congested with multiple erythroblastic 
foci and groups of large primitive cells probably of 
myelocytic series. Decalcified sections of involved 
ribs showed presence of abnormal cells in a fibrous 
and vascular stroma. The cells resembled plasma 
cells, but the cytoplasm was of a distinct granular 
appearance. Many large phagocytes were seen laden 
with hemosiderin, due to blood destruction. A desmo- 
plastic reaction was present, surrounding the small 
groups of remaining tumor cells and filling in the 
marrow spaces, 

COMMENT 


Two theories have been held as to the cause of 
the anemia. The first and most common is that it 





Fig. 4.—Multiple areas of destruction involving the 
pubic rami. October, 1928. 
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is result of bone marrow involvement. Charl- 
ton * found hemosiderosis of the liver and spleen 
and also an increased icteric index. He regarded 
this as evidence of blood cell destruction, thus 
explaining the anemia. 

The above case report also brings out the fact 
that the anemia is not result of bone marrow in- 
volvement. When the patient was first seen in 
May 1927, the blood showed a hemoglobin of 70 
per cent Sahli; red blood cells, 3,850,000. Bony 
involvement was limited to the third and fourth 
bodies of the dorsal spine and numerous ribs. 
Eighteen months later, with further rib involve- 
ment and involvement of the pelvis and skull, 
there was no appreciable change. The hemo- 
globin was 60 per cent Sahli; red blood cells, 
4,000,000. In May 1929, two years since the first 
blood examination, without further involvement 
of bones that could be determined by x-ray, the 
anemia became severe, notwithstanding the fact 
that under radiation regeneration of bone was 
seen in some of the involved ribs. The color 
index did not resemble the secondary anemia 
from bone marrow involvement, as seen in meta- 
static malignancy. Early in the disease the color 
index was 66 per cent; as the anemia became 
progressive the color index rose and finally just 
before death, reached 1.3 per cent, resembling a 
primary anemia. 





Fig. 5.—Expansion of the medullary portion of the rib by 
tumor mass, with areas of new bone formation. 


Autopsy showed bone involvement only as was 
found by x-ray films, and evidence of excessive 
blood destruction in the finding of blood pigment 
in the pulp cells of the spleen. Hyperplastic and 
congested bone marrow was found in the long 
bones not involved by tumor, showing attempts 
at blood regeneration. 


CONCLUSION 


A myeloma is a malignant disease of bone as- 
sociated with an unexplained anemia. The tumor 
responds to radiation. The anemia is not the re- 
sult of bone marrow involvement by the tumor. 
The anemia resembles a primary anemia and all 
methods of treating primary anemia should be 
tried, such as liver extract, spleen marrow, and 
frequent blood transfusions. 

450 Sutter Street. 
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Fig. 6.—Microscopic section of tumor before radiation. 
Low power. 
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DISCUSSION 


Epwin I. Bartietr, M.D. (490 Post Street, San 
Francisco).—The study of myeloma perhaps has been 
neglected because we have always considered it to be 
a hopeless disease, and as far as our records go there 
is not a single therapeutic cure of an authentic case. 
Perhaps our indifference and lack of study has al- 
lowed a curable disease to remain hopeless. The 
authors are to be commended for venturing into such 
an unpromising field and should be encouraged to 
continue their careful study and close observations. 
Their description of the disease and differential diag- 
nosis is recommended as a very concise and complete 
summary, and the case report is unique indeed. 


Fig. 7.—Microscopic section of tumor before radiation, 
High power, 


The cure surely is not to be found in surgery, and 
our results with x-ray and radium thus far have been 
so disappointing as to justify us in concluding that 
the cure is not to come from that source. As a palli- 
ative measure, however, x-ray may give considerable 
temporary relief, as illustrated in this instance. 

This disease has always seemed to be a general or 
systemic affair and it has frequently been suspected 
of being related to the anemias. The investigations 
by the authors strongly hint in that direction and we 
may hope, with the better understanding of anemias 
in general which we have developed the past few 
years, that internal medicine will find the true ex- 
planation and the cure. 


C. L. Connor, M. D. (University of California Hos- 
pital, San Francisco).—Anything which will add to 
our information concerning multiple myeloma is a 
worthwhile contribution. It has been established that 
this disease is a fairly well defined clinical entity, par- 





Fig. 8.—Microscopic section of tumor after extensive 
radiation. Low power. 





Fig. 9.—Microscopic section of tumor after radiation. 
High power. 
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ticularly when it occurs among older people. I should 
like to have the condition regarded as a more or less 
specific disease which occurs as a rule after the age 
of thirty-five. We know, of course, that histologi- 
cally some of these apparent clinical entities show 
very diverse pictures. It is not necessary that they 
be diagnosed definitely as plasmocytomas or myelo- 
cytomas or lymphocytomas. It should be sufficient to 
recognize the undifferentiated character of the cell 
and to associate this diverse picture with a disease 
which proceeds in nearly all cases much the same 
way. I should, therefore, want to remove the so 
called myelomas and chloromas which occur in the 
bones of children and allow these latter to stand as 
rather special cases which follow no particular course, 
that might be associated or not with a type of leuke- 
mia, and which may be perhaps benefited more by 
x-ray treatment than the adult type. One may recall 
that Pepper, a number of years ago, described metas- 
tases in the lungs from a multiple myeloma. I would 
not therefore emphasize, as Doctor Bryan has, the ab- 
sence of pulmonary metastases as a diagnostic feature. 


THE CONDUCT OF NORMAL LABOR”* 


By Joun Vruwink, M.D. 
Los Angeles 


Wier, M.D., San Diego; 


Discussion by Thomas F. 
Breit- 


Albert V. Pettit, M.D., San Francisco; Louis 1. 
stein, M.D., San Francisco. 


mete mother and baby are minimum require- 
ments of obstetrical art. The optimum stand- 
ard includes a limited degree of trauma, no 
morbidity, and only a tolerable amount of pain 
consistent for the birth of an uninjured baby with 
unimpaired mentality for later life. Yet, this very 
common and natural phenomenon of birth is fre- 
quently complex and difficult, fraught with many 
dangers. 

Let us concede that the physician today realizes 
the necessity for surgical asepsis, but we cannot 
concede the fact that he may be inclined to grow 
careless. Mortality and morbidity depend on the 
presence of virulent bacteria, but the condition of 
the host is also an important and vital factor. 
\ttendants who care for infective conditions will 
continue to care for the very large majority of 
labors and they must realize that microscopic 
organisms in the deeper layer of the skin, gland 
openings, and the nose and throat are not easily 
removed by scrubbing or atomizers. They must 
be convinced that they are potential carriers and 
must be even more careful than the specialist, 
who runs from infection as from a fire. 


RESPONSIBILITY OF OBSTETRICIAN 


Every obstetrician has a responsibility to use 
certain prophylactic measures to maintain and in- 
crease immunity and resistance. First, every pa- 
tient requires prenatal care to allay fear, to remove 
foci of infection and further aid resistance by 
proper food, liquids, rest, and exercise. Second, 
she requires careful hygienic care during labor, 
and such is a phase of parturition too frequently 
neglected. A prodigious amount of energy is ex- 
pended by the woman in labor, and catabolic 


* Read before the Obstetrics and Gynecology Section of 
the California Medical Association at the fifty-ninth 
annual session at Del Monte, April 28 to May 1, 1930 
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changes are inevitable, so that various degrees of 
acidosis develop, and when given an anesthetic 
her alkaline reserve is still further reduced. 
Food, liquids, and rest during labor must be main- 
tained if we wish to reduce morbidity and even 
mortality, particularly if operative interference 
becomes necessary. Third, trauma must be lim- 
ited, for bruised tissue invites and maintains 
infection. Gross damage is not necessary for in- 
cubation and frequent vaginal and 
rectal examinations, especially the damage of the 
cervix by manual dilatation and delivery, or the 
hurried passage by the fetus through the canal, 
is more than sufficient. Fourth, each patient re- 
quires a true obstetrical diagnosis which includes 
a complete and general examination. We should 
have a visual picture of the obstetrical situation 
at the onset of labor, and then, if we understand 
the physiology and mechanics of normal labor, 
we are very likely to know what will happen. A 
clean vaginal examination to establish such a 
diagnosis, but not to note progress, outweighs 
the possibility of introducing infection. 


purpe ses, 


In the aseptic care of our patient, I believe we 
place too little emphasis on the patient herself, 
too little study in building and maintaining resist 
During labor, I believe there is too much 
error due to an incomplete or partial under 
standing regarding the physiology and mechanics 
of labor. 


ance, 


In the first stage we have recurrent in 
voluntary muscular contractions, the sole aim and 
object of which are effacement and retraction to 
the point of complete dilatation. The first stage 
of labor is merely a dilating stage, such a simple 
physiological fact, and yet it seems to be a chi- 
merical and utopian fancy to make attendants 
including nurses—realize that progress is dilata 
tion, accomplished through involuntary effort. 
Just why must we forever and ever confuse prog- 
ress with descent of the presenting part to the 
point that a number of hours and not the fact of 
dilatation becomes an indication for cesarean sec- 
tion. Under certain favorable conditions, we may 
have the synchronous movements of flexion, rota- 
tion and descent, but in less favorable conditions, 
particularly posterior positions with deflection, 
we most certainly do not have the texthook pic- 
ture of synchronous action during the period of 
dilatation. 

CARE IN FIRST STAGE OF LABOR 


The first stage demands that our attention be 
focused on rest, liquids, and food. In_ short 
labors, they are naturally of less importance. 
Labors, however, that begin with indefinite ir- 
regular pains usually resolve into long tedious 
labors with a long dilating stage in which hygienic 
measures are of inestimable value. In any event, 
one should expect, if there have been no ill- 
advised attempts to urge the patient beyond 


physiological limits, to arrive at the end of the 
first stage with mother and baby in good condi- 


tion and the supports of the uterus uninjured. 
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CONDUCT OF 


When a primipara goes into labor, with a head 
at the inlet, we anticipate trouble. Sixty per cent 
of such high heads are associated with the occi- 
put posterior positions, others will be due to 
various degrees of disproportion, malposition, or 
an assimilation pelvis with a high promontory. 
A few should have elective section, but if no defi- 
nite indication is present the physiological and 
mechanical factors involved are most important. 
We should be very grateful to find such a high 
head become engaged in the first stage, but we 
must remember that dilatation is progress and 
that flexion descent and internal rotation fre- 
quently occur by a special mechanism and only 
in the second stage. 

It is very rare indeed to have the head of a 
multipara engaged at the onset of labor; in fact, 
all we expect is that it fit snugly in the inlet. Ad- 
vancement will occur in the second stage of labor, 
and in the absence of disproportion this is espe- 
cially liable to be precipitant in the multipara. 


SECOND STAGE OF LABOR 


The second stage of labor is frequently hurried, 
but if not it is illogical to take time too seriously 
as a sole indication for interference. We must 
bear in mind the marvelous adaptability of the 
natural processes of labor and it is reasonable to 
expect differences in time between the vigorous 
and the delicate, between large and small heads, 
and in variations in the size and resistance of the 
birth canal. Any head may be forced through the 
canal by injudicious efforts with actual or poten- 
tial injury, both to mother or fetal brain cells. 
Vigorous voluntary efforts, such as the use of 
pullers, the abdominal binder and pituitary ex 
tract, should be controlled until molding has be- 
come definite and after the head has descended to 
the midplane. Certainly most multipara should 
be restrained and all primipara should have their 
energies directed to conserve and protect their 
efforts. 

When we face the problem of inertia let us be 
sure it is inertia and not merely a matter of time 
or too much anesthetic. Inertia necessitates in- 
tervention, more frequently by well-applied for- 
ceps, occ asionally by a most judicious use of 
pituitary extract, except in the primipara. 


During labor the state of the child should be 
frequently ascertained by auscultation. In_ the 
first stage, fetal heart tones rarely give evidence 
of distress, but during the stage of descent babies’ 
lives have certainly been saved and potential brain 
injury prevented by timely intervention. [etal 
auscultation is even more required if the patient 
has had some form of analgesia, particularly 
hypodermic medication, for it is an accepted fact 
that intra-uterine asphyxia predisposes to cranial 
injury. The day is present in obstetrics when we 
must give more consideration to the occurrence 
of petechial hemorrhages in the brain of the new 
born, the factor that makes it undesirable to be 
the first born. .We must give more consideration 
to the problem of molding and preventing too 
rapid descent ; more consideration to the necessits 
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of rapid adaptation in delivering an after-coming 
head; and must remember that the premature in- 
fant is especially liable to cranial injury and that 
episiotomy may be indicated in spite of the size 
of the infant’s head. 

Episiotomy, before the head completely dis- 
tends the vulva, aids in conserving the structures 
of the anterior segment and prevents undue pres- 
sure on the head when peculiarly resistant. Per- 
sonally, I do the median —— unless a 
short perineal body, or a large head, or operative 
delivery requires the mediolateral incision. Some 
may be wedded to only one incision in spite of 
any and all conditions, 


One cannot help but emphasize the fact that 
cesarean section is a formidable operation to be 
used only on strict indication. We must come to 
this conclusion after reading the recent reports 
from Detroit and New Orleans, and by Thomp- 
son in Los Angeles. We must admit Pollock is 
right when he says there is an uncontrollable 
mortality in cesarean of three to four per cent. 


TILIRD STAGE OF LABOR 


The third stage of labor has had much atten- 
tion of late years, yet it may still be maintained 
that, though the accidents and emergencies of 
labor carry a definite danger that prenatal care 
cannot entirely eradicate, the management and 
conduct of labor does play a most important part 
on the course of the third stage of labor. The 
fatigued patient, under an anesthetic, with at- 
tempts at expression before separation, is cer- 
tainly in dire danger of hemorrhage, and conse 
quent lowered resistance and infection. When a 
patient has been delivered under an anesthetic, | 
have become more and more convinced that she 
should be allowed to regain consciousness before 
expression, and that any repair should be delayed 
until the placenta has been delivered. Too little 
emphasis is placed on the probable trauma pro- 
duced by forceful manipulation of the uterus, 
particularly when relaxed, as it may be under the 
influence of the anesthetic. To relieve this re- 
laxation and to save blood, so important in the 
puerperium and the consequent well-being of our 
patients, it is rather generally conceded that one 
cubic centimeter of pituitary extract is of in- 
estimable value when given at the completion of 
the second stage. In the presence of undue 
hemorrhage, do not forget that lifting up the 
uterus and making pressure over the pubis, thus 
compressing the vessels, may be far more effec- 
tive than pushing down on the uterus and mas- 
sage. If this maneuver with the patient out of 
her anesthetic does not control bleeding, in the 
absence of cervical tears, the uterus must be 
packed firmly with gauze and measures taken to 
prevent shock. 


ANALGESIA AND ANESTIIESIA 


In discussing the management of normal labor, 
it is inevitable that we must discuss analgesia and 
anesthesia. National lay magazines have taken up 


the hue and cry and we are even now in the midst 





f lay publicity such as characterized the twilight 
rth propaganda of fifteen years ago. Certainly 
our profession is eager to relieve pain, but we 
will always refuse to do so at the expense of the 
unborn child; and it is not an idle fancy that 
prompted practically all obstetricians to discon- 
tinue twilight sleep. Early in the first stage of 
labor, especially with delayed dilatation, rest is of 
vital importance, and a single dose of pantopon 
or morphin with or without scopolamin is a recog- 
nized obstetrical aid. Repeated dosage of scopo- 
lamin, however, is another matter. If we could, 
with machine precision, give just enough and 
never too much, if we never interfered with mus- 
cular control, if we did not produce intra-uterine 
asphyxia, what a ble ‘ssing hypodermic medication 
would become, for it is such a simple method of 
procedure. 

Analgesia is a prenatal problem as well as a 
problem of labor. Every patient should have the 
benefit of prenatal care to dispel fear, especially 
the horrible tales of neurotic women. She should 
approach labor with assurance that she can have 
aid when she feels that she requires aid. Women 
who enter hospitals or call for their physician at 
home only when definitely in labor frequently 
arrive at or near the second stage without such 
a request, and then gas or ether may be given. 
There are women who demand aid early, fre- 
quently too early. There are women, too, who 


demand cesarean section, or version and extrac- 
tion. In other words, we must individualize our 
patients. Most primipara will probably request 
analgesia. One of the barbital products may with 


benefit be given a patient to allay her reasonable 
apprehension, particularly if she goes to a hospital. 
When dilatation is sufficiently advanced, a single 
hypodermic of pantopon one-third grain and 
scopolamin 1/200 may be given, but the method 
with the least objection and best results is that 
os to women in labor by Gwathmey. The work 
Gwathmey was a painstaking, skillful, intelli- 
gent, scientific inve stigation conducted over a long 
period of time with many women. It is a deplor- 
able fact that tyros in anesthesia are now attempt- 
ing to improve on that technique. The corner- 
stone of his investigation was safety for the child 
and a minimum of interference with the physi- 
ology of labor. Safety for mother and child, and 
maximum success will be obtained in painstaking 
hands only by a strict adherence to the method 
as described by him. When one endeavors to 
improve this technique by prescribing initial doses 
of morphin and scopolamin or tries to augment 
the rectal injection by more powerful medica- 
ments, complications dangerous to the child 
interference to the physiology of labor will in- 
evitably follow. 


of 


As the head passes through the cervix and pro- 
ceeds on its downward course some inhalation 
analgesia is surely indicated. Nitrous oxid and 
oxygen demand a skilled anesthetist, and is in 


such hands effective for safety and relieving pain. 
When gas is not available, ether is the inhalation 
anesthetic of choice. 


Ether is to be preferred, 
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particularly in too rapid labor when restraint is 
advisable. A trained anesthetist only may safely 
combine nitrous oxid, oxygen, and ether. Chloro- 
form, in the hands of a few, still claims recogni- 
tion, but the margin of safety is small and it 
definitely increases acidosis, which is not advis- 
able after long labors or with toxic patients. 

Nitrous oxid with a few has fallen into dis- 
repute, but such ill favor is due to faulty mixtures 
rather than to the method. Interrupted nitrous 
oxid demands 10 per cent or more of oxygen; 
less may produce intra-uterine asphyxia. 

As the head passes over the perineum, anal- 
gesia approaches anesthesia. With anesthesia we 
confront the problem of complete muscular re- 
laxation with increased hemorrhage and an in- 
creased tendency to acidosis, both vital factors 
in the problem of asepsis, as measured by the 
resistance of the mother. The anesthetic should 
be removed as soon as the head is born. The 
delivery of the shoulders is notoriously hurried, 
and undue traction and torsion may be entirely 
avoided by unhurried carefulness. 


SUMMARY 


Maternal morbidity and mortality depends on 
the aseptic management labor. Aseptic man- 
agement necessitates due consideration of prenatal 


of 


care, the hygiene of parturition, and personal 
surgical cleanliness. The first stage of labor is 


characterized by simple dilatation by involuntary 
efforts and the second stage of labor by flexion, 
internal rotation, and descent aided by voluntary 
efforts. It is not necessary to have the synchro- 
nous cardinal movements, especially in posterior 
positions, until after the completion of dilatation, 
and all forceful voluntary efforts should be con- 
trolled until molding has taken place. More con- 
sideration must be given to avoid intra-uterine 
asphyxia, and forceful completion of the second 
stage, so as to avoid potential fetal brain cell 
damage. Analgesia and anesthesia have a definite 
place in labor, but should be selected so as to 
avoid intra-uterine asphyxia. The third stage of 
labor demands conservation of blood and a mini- 
mum of trauma. Mothers have a right to demand 
uninjured babies, of unimpaired mentality. 
1136 West Sixth Street. 


DISCUSSION 

Tuomas F. Wier, M.D. (911 Medico-Dental Build- 
ing, San Diego)—The value of Doctor Vruwink’s 
paper lies in the emphasis of a successful routine in 
conducting labor with as little pain as possible to the 
mother, and with safety to the infant. 

What may be termed a normal labor? Doctor Vru- 
wink did not define this in his paper. It seems to 
me that there are relatively few primiparous patients 
having a normal labor, one that is free from lacera- 
tion, episiotomy, or forceps assistance. Of course, if 
these are not pathological conditions the field of 
normal labor becomes broader and the timely appli- 
cation of an outlet forceps with an episiotomy under 
gas anesthesia saves hours of distress to the mother, 
protects the soft parts, and I am sure if it were done 
more frequently, would often save the life of the 
infant. 


It has been my practice during the past five or six 
years to give one cubic centimeter pituitrin by hypo- 
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dermic immediately following the delivery of the 
infant. This, I am sure, hastens the third stage of 
labor, especially if an anesthetic has been given; it 
also controls the excessive amount of flow. However, 
it is well to emphasize that a too hasty delivery of 
the placenta without pituitrin is a frequent cause of 
postpartum hemorrhage. 

I am very glad to hear Doctor Vruwink condemn- 
ing the press advertisement of fads which claim to 
produce labor without pain. Twilight sleep and the 
Gwathmey method in the hands of the trained, who 
have sufficient help constantly to watch the patient, 
will give much better results than in the hands of 
those who do only an occasional delivery, and yet 
these procedures prolong labor, increase the use of 
dificult forceps and cause more frequent postpartum 
hemorrhage with a higher rate of infant mortality. 


I obtain good results from scopolamin 1/200 grain 
with pantopon one-sixth grain and magnesium sul- 
phate during the first stage, repeating the dosage of 
scopolamin with magnesium sulphate and using ethy- 
lene gas for the anesthesia during delivery. 

Some objections are given to the use of ethylene 
on account of its explosiveness, If we compare with 
an equal number of ether anesthetics, ethylene will 
be found to be no more dangerous when proper pre- 
cautions are taken. Patients are under the effect more 
quickly and out more quickly. The infant is never, 
in my experience, partially asphyxiated; contractions 
are less influenced than with ether, chloroform or 
nitrous oxid analgesia. 
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Avpert V. Perrit, M.D. (2000 Van Ness Avenue, 
San Francisco).—Doctor Vruwink is to be congratu- 
lated upon the presentation of a paper on such an 
important but rarely considered subject. 


In the obstetrical literature and obstetrical teach- 
ing of our advanced and postgraduate students, far 
too much stress is laid upon the care or treatment 
of the rare, spectacular or pathological conditions of 
obstetrics. The proper conduct of normal pregnancy 
and labor is the essence of obstetrical art and consti- 
tutes the greatest factor in avoiding the majority of 
obstetrical accidents to the child as well as_ the 
mother. 


Doctor Vruwink’s explanation of just what consti 
tutes progress during the course of labor cannot be 
overemphasized. With this clearly before us, any de- 
lay, even in this mechanism, may be discounted as 
regards time in the absence of fatigue signs. There 
is no question in my mind concerning the virtues of 
Gwathmey obstetrical analgesia, for although certain 
parts of the mechanics of labor may be slightly pro- 
longed, much is gained in relief of maternal fatigue 
and in the softening of resistant tissues. 

It is true that obstetrical patients have to be indi- 
vidualized just as all patients in other divisions of 
medicine must be, but I hardly think individualiza 
tion should be carried to the extent of taking advice 
from patients in regard to their mode of delivery. 


It is to be hoped that articles of this nature on 
normal obstetrics will appear more often in our 
literature. 

x 

Louis I. Breirsrein, M.D. (350 Post Street, San 
Francisco).—Doctor Vruwink’s paper is very impor- 
tant in that it emphasizes our need for a better under 
standing of the fundamental principles of normal 
obstetrics. Too often in the busy practice of a phy- 
sician the normal physiology of the different stages 
of labor is forgotten, and in our endeavor to relieve 
pain or shorten labor we give aid which, as far as 
mother and baby are concerned, would be better had 
it been omitted. In the great majority of births, end 
results are best if the normal mechanism of labor is 
allowed to go on unhampered. If the profession 
would only follow out the plan Doctor Vruwink has 
described, birth injuries would be reduced to a mini- 
mum and maternal and infantile morbidity would be 
prevented. 





GRADENIGO’S SYNDROME—ADELSTEIN 


GRADENIGO’S SYNDROME AND 
BRAIN ABSCESS* 


SECONDARY TO OTITIS MEDIA—DIFFERENTIAL 
DIAGNOSIS 


REPORT OF CASES 
By Leo J. Abe.srein, M. D. 
Los Angeles 


Discussion by I. Leon Meyers, M.D., Los Angeles; 
Eugene R, Lewis, M.D., Los Angeles. 


MONG the problems presented by the com- 

plications of otitis media, one of the most 
baffling to the neurosurgeon or otologist is the 
decision between a localized meningitis and a true 
brain abscess. In the former, while the infection 
has presumably extended to the meninges, the 
process is well walled off, the exudate is mainly 
serous, the treatment calls for mastoid surgery 
alone, and the prognosis is favorable. In the case 
of a true brain abscess, a condition that is often 
not so readily recognized, there is actual involve- 
ment and destruction of brain tissue, the treat- 
ment calls for drastic surgery, and the prognosis 
even in the best of hands seldom exceeds 50 per 
cent of recoveries. 


I1.—GRADENIGO’S SYNDROME 


We wish to emphasize here the clinical entity 
described by Gradenigo * in 1904, This syndrome 
is a fairly typical and characteristic triad com- 
posed of: (1) an acute otitis media, (2) a sixth 
cranial nerve palsy, and (3) pain in the eye on 
the affected side. The patient subjectively com- 
plains of double vision, and pain of a_ boring 
nature, in the eye on the side affected ; objectively 
the patient presents an acute suppurative otitis 
media, and an internal strabismus on the affected 
side (a sixth nerve palsy). 


PATHOLOGY OF GRADENIGO’S SYNDROME 


The pathological basis of the Gradenigo’s syn- 
drome * consists of a circumscribed serous men- 
ingitis, originating from an involvement of the 
cells in the petrous pyramid. In the cases where 
the mastoid is definitely involved, the petrous tip 
is affected as a result of direct extension of the 
suppurative process. The infection produces an 
osteomyelitis of the petrous bone with extension 
to the overlying dura. The serous meningitis 
which may follow this process exerts pressure 
upon the adjacent sixth nerve, as it lies upon the 
superior surface of the petrous portion of the 
mastoid. In the cases presenting no clinical evi- 
dence of mastoid involvement, the course of the 
infection from the middle ear to the tip of the 
petrous bone may be: 


1. From the tympanum below the labyrinth and 
internal auditory meatus to the petrous tip; or 

2. By way of the carotid canal, due to erosion 
of the bone, or of the tyrapanic foramina which 
transmit carotid branches of the tympanic plexus ; 
or by the 


*From the Neurosurgical, and Ear, Nose, and Throat 
services of the Los Angeles County General Hospital. 

* Read before the Eye and Ear Section of the Los An- 
geles County Medical Association, May 13, 1929. 
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3. Suppuration following through a layer of 
cells which extend along the eustachian tube from 
the middle ear to the petrous portion of the 
mastoid. 

In the two cases of Gradenigo’s syndrome pre- 
sented here, of patients at the Los Angeles Gen- 
eral Hospital, the mastoid was involved in each 
case, but with few clinical findings to corroborate 
the diagnosis. 

REPORT OF CASES 

Case 1.—L. A. G. H. No. 45-616. James G.,a three- 
year-old white male child, was admitted January 11, 
1929, as a patient with possible encephalitis, or brain 
abscess secondary to otitis media. The history of the 
present illness is that the child was perfectly well 
until the onset two weeks ago, which was initiated by 
a period of restlessness, fever, and crying. The next 
day the patient did not recognize the parents. The 
family physician opened the right eardrum, telling 
the parents “the child had an ear abscess.” The third 
day the child had a convulsion in which there were 
twitchings of the facial and neck muscles, and rolling 
of the eyes. The same day the child was brought to 
a private hospital as a case of possible meningitis or 
encephalitis. While in the hospital the patient’s con- 
dition remained unchanged. The parents were told 
that “the spinal fluid examination was negative and 
that no treatment was effective.” However, he was 
given three injections of whole blood intramuscularly. 
The patient was next seen by the City Health De- 
partment, which ordered his removal to the service 
of contagious diseases of the Los Angeles County 
General Hospital. This was done fourteen days after 
the onset of the illness. 

Physical examination revealed a_ well-nourished 
male child, extremely restless and delirious. Tem- 
perature was 102 degrees F., pulse 106, respiration 30. 
The right eardrum was injected and bulging and was 
opened, with resultant serosanguinous exudate drain- 
ing freely. Examination of the chest and abdomen 
revealed nothing of importance. The extremities were 
spastic. 

Neurological Examination—Dr. I. L. Meyers—Re- 
vealed a complete paralysis of the right sixth cranial 
nerve and some slight weakness of the right seventh 
nerve. The fundi showed congestion, but no definite 
papillitis. The other cranial nerves were normal. 
Both lower extremities were spastic, but no patho- 
logical reflexes were obtained. Diagnostic impression: 
A localized meningitis, Gradenigo’s syndrome. A 
right mastoidectomy was advised and further observa- 
tion for the development of a possible brain abscess. 


Laboratory Findings—The spinal fluid examination 
revealed a clear colorless fluid, under normal pres- 
sure, with no increase in the globulin content, and a 
cell count of 300 lymphocytes. Sugar reduction took 
place with three drops of spinal fluid to five cubic 
centimeters of Haines’ solution. The white blood 
count was 13,100, with 72 per cent polymorphonu- 
clears. The urinalysis was negative for albumin, sugar, 
cells, or organisms. The x-ray pictures of the mas- 
toids were unsatisfactory, due to the patient’s rest- 
lessness. 

Operative Notes—On January 12, 1929, a right, 
simple mastoidectomy was done by Dr. J. H. Hooval. 
The lateral sinus plate was found intact and was not 
removed. The dural plate appeared unaffected and 
was not opened. The septa were soft and the mastoid 
was filled with serous fluid. A smear from the right 
mastoid revealed many pus cells and a few Gram- 
positive cocci. Culture later revealed no growth. The 
patient made a slow but uneventful recovery, with 
a complete clearing up of the right sixth nerve 
involvement. 
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Case 2.—L. A. G. H. No. 52-209. Martha L., a 


colored female child of eleven years, was admitted 
March 2, 1929, as a patient with right purulent otitis 
media, with a possible brain abscess. The history of 
the present illness is that the patient caught cold 








Vol. XXXIV, No. 1 


three weeks before and at the same time her right-ear 
began to drain. Three days previous to admittance to 
hospital she complained of “seeing double,” and also 
had pain in the right eye. The past history contained 
no evidence of any previous ear trouble. 

Physical and Neurological Findings. —Dr. I. L. 
Meyers—The tonsils were enlarged and septic and 
the right ear was draining freely. There was a com- 
plete paralysis of the right sixth cranial nerve. Other 
cranial nerves were found to be normal. The fundi 
were clear and showed no evidence of pressure. Pa- 
tient complained constantly of double vision. Reflexes 
normal. There was no mastoid tenderness, Tempera- 
ture was 100 degrees F., pulse 80. The diagnostic 
impression was a localized meningitis (Gradenigo’s 
syndrome) secondary to a right mastoiditis. Since 
there were no signs of meningeal irritation, such as 
cervical rigidity or a Kernig, it was not thought ad- 
visable or necessary to do a lumbar puncture. 

Laboratory Findings—The white count was 11,500, 
with 80 per cent polymorphonuclears. The urinalysis 
revealed an occasional leukocyte. The x-ray pictures 
of both mastoids showed a clear left mastoid, while the 
right was obscure with areas of missing trabeculae. 

Operative Notes—On March 6, 1929, a right, simple 
mastoidectomy was performed by Dr. I. H. Brandt, 
uncovering a diploic type of mastoid. Pus was found 
in the antrum, with necrosis about the tip, mastoid 
antrum, and zygomatic area. The inner cranial table 
was necrotic above the mastoid and extending for- 
ward to the region above the tegmen. The mastoid- 
ectomy was performed with exposure of the dura 
above the mastoid, and with removal of necrotic cells 
in the region of the zygoma. The patient made an 
uneventful recovery, and was discharged from the 
hospital March 20, 1929, with the mastoid wound well 
healed and the sixth nerve involvement completely 
cleared. 

II.—BRAIN ABSCESS 

The picture of a brain abscess secondary to 
otitis media, while many times not a clear-cut 
entity, presents sufficient evidence to permit a 
diagnosis.» The factors to be considered are: 

1. Those that indicate or suggest a suppura- 
tive process within the cranial cavity and are 
looked upon as the cardinal signs and symptoms 
of increasing intracranial pressure, viz., headache, 
vomiting, drowsiness, slow pulse, and at times 
convulsions. These findings are of extreme im- 
portance and invariably are present in a case of 
a suppurative intracranial process. 

2. The history of ear trouble, recent or re- 
mote.*® The patient may present an otitis media 
with a profuse discharge, or merely the history 
of an attack of otitis several weeks previously 
with a recently healed tympanum. The absence 
of a discharge and a recently healed drum do not 
rule out a potential source of infection. 


3. The localizing signs of cerebral involvement : 

(a) Nystagmus. A spontaneous horizontal nys- 
tagmus is found usually with lesions of the pos- 
terior fossa. Occasionally a modified form of 
horizontal nystagmus is to be found with lesions 
of the temporal lobe; however, lesions of the 
temporal lobe do not give rise to nystagmus unless 
they are so extensive as to involve the crura 
cerebri, the reason being that nystagmus is de- 
pendent on interference with the reflex arc of the 
vestibular system, the center of which is in the 
nuclei of the ocular nerves in the mid-brain and 
pons.® A spontaneous vertical nystagmus speaks 
for pressure upon the brain stem and localizes 
the lesion to the posterior fossa. 
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(b) Reflexes. The usual state of the reflexes 
is that of hyperactivity on the opposite side of 
the lesion, frequently with a Babinski and ankle 
clonus. At times in lesions of the posterior 
fossa, the reflexes may be hyperactive with a 
Babinski on the same side as the lesion, probably 
due to pressure upon the homolateral pyramidal 
tract by the forcing of the pyramid against the 
bony ring of the foramen magnum. 

(c) Hemianopsia. A homonymous loss _ of 
vision speaks for involvement of the optic tracts 
posterior to the chiasm and localizes the lesion to 
the temporal or occipital lobes. 

(d) Astereognosis. The stereognostic sense 
appears to be the function of the parietal lobes, 
and the picture of a patient unable to name an 
object placed in the hand while the eyes are 
closed, localizes the lesion rather definitely to the 
above area, 

(e) The fundus examination may reveal a 
moderate hyperemia and increased tortuosity of 
the vessels, up to an actual neuritis. The elevation 
of the disks is never great, as in a case of neo- 
plasm, since a brain abscess is a destructive lesion 
with replacement rather than displacement of 
tissue, 

4. The laboratory findings: 

(a) The white count is usually elevated from 
15-25000, with a high polymorphonuclear ratio. 

(b) The spinal fluid examination shows: an 
increased pressure, usually above 180 millimeters 
of water; an increase in the globulin content, in- 
dicating tissue destruction; a pleocytosis of 50 to 
180 lymphocytes; and a normal or slightly in- 
creased sugar content. 

(c) The skiagraphs of the skull and mastoids 
are of value if evidence such as erosion, clouding 
of the mastoids, or areas of missing trabeculae 
may be seen. However, the x-ray findings are 
not always conclusive, and a negative film or 
series of films are of no value. 

5. The incidence. Seventy per cent of brain 
abscesses secondary to otitis media are found in 
the temporal lobe, 30 per cent in the cerebellum. 
However, one should never allow statistics to be 
more than merely suggestive in making a locali- 
zation of brain abscess. 

6. The temperature range. Last, but not least, 
is a consideration of the subnormal temperature 
so often associated with the picture of brain ab- 
scess. The usual finding is a temperature rang- 
ing from 96.5 to 98 degrees F. Contrary to all 
expectations, encapsulated pus in the brain does 
not produce an elevation in temperature. The 
explanation for this has never been made, but 
it is probably due to some derangement of the 
heat-regulating mechanism. This is a fact to be 
emphasized, since one hears so often that the 
patient’s condition cannot be serious because there 
is no elevation of temperature; in fact, it is sub- 
normal ! 7 

REPORT OF CASE 


Case 1—L. A. G. H. No. 266-775. Marjorie W., 


a white female child of six years, was admitted 
April 4, 1927, from the out-patient department, eye 
clinic, for observation. The history of the present ill- 
ness began six weeks ago with the patient developing 
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a right otitis media which drained freely for six or 
seven days. She then had the measles and made an 
uneventful recovery. Five days before she had a severe 
headache, became very drowsy, and vomited several 
times. Her vision during previous two weeks had 
become so impaired that the family brought her to 
the out-patient eye clinic for a tentative refraction. 
While being examined she had a generalized convul- 
sion, and was sent immediately to the ward for fur- 
ther observation. 

Physical and Neurological Examination—Pulse, 64; 
temperature, 97.6 degrees F. The right ear showed a 
healed tympanum with a recent scar; no discharge. 
The left ear appeared to be normal. The right pupil 
was wider than the left, and the fundi showed marked 
congestion with increased tortuosity of the vessels, 
the changes being greater on the right side. The knee- 
jerk and triceps reflex were more active on the left 
than on the right. There was no Babinski, ankle 
clonus, Gordon or Oppenheim reflex. There was a 
suggestive left homonymous hemianopsia, but not 
conclusive. No evidence of any astereognosis. 

Laboratory Findings—The white count was 26,000, 
70 per cent polymorphonuclears. The examination of 
the spinal fluid revealed a clear, colorless fluid under 
markedly increased pressure, with an increased globu- 
lin content, a normal sugar content, and cell count 
of 180 lymphocytes. The skiagraphs of the skull 
and both mastoids were negative for any destructive 
process. With the above history and findings in mind, 
a tentative diagnosis of a right temporal lobe abscess 
was made and exploration advised. 

Operative Notes and Course—Dr. C. W. Rand—On 
April 4, 1927, using ether anesthesia, the right tempo- 
ral lobe was explored through a subtemporal ap- 
proach. A large brain abscess was located and 
drained with a No. 16 French catheter. The patient 
had a rather stormy time, postoperatively, for the first 
week, and then went on to an uneventful recovery. 
The drain extruded itself May 15, 1927. The patient 
was discharged to her home the following week. The 
follow-up record shows that the child has done well 
since the operation, and is enjoying a normal routine 
both at home and at school. 


SUMMARY 


Gradenigo’s Syndrome.—The clinical picture of 
Gradenigo’s syndrome is an entity readily recog- 
nized, and is composed of : 

1. An acute otitis media. 

2. Pain in the eye or over the frontotemporal 
area on the side affected. 

3. A sixth cranial nerve palsy on the same side. 

The treatment calls for an investigation of the 
mastoid and a mastoidectomy * even in the face 
of an inconclusive x-ray picture. 

Brain Abscess—The symptom complex in the 
case of a brain abscess secondary to otitis media 
is composed of : 

1. The signs and symptoms of increasing intra- 
cranial pressure, viz., headache, vomiting, drowsi- 
ness, slow pulse, and convulsions. 

2. The history of ear trouble, recent or remote. 

3. A subnormal temperature. 

4. A high white count. 

5. The localizing signs of cerebral involvement, 
viz., hemianopsia, astereognosis, nystagmus, and 
the status of the reflexes. 

The treatment calls for an investigation of the 
ear and the mastoid on the side affected, plus 
repeated neurologic examinations, and, if indi- 
cated, a careful surgical approach and explora- 
tion of the temporal or cerebellar lobe involved. 
A negative mastoid per se does not rule out intra- 
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cranial pathology since, particularly in children, 
infection may travel from the middle ear to the 
brain with little or no mastoid involvement. 

1100 Mission Road, Los Angeles. 
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DISCUSSION 

I. Leon Meyers, M.D. (1930 Wilshire Boulevard, 
Los Angeles).—I should like to add to the presenta- 
tion by Doctor Adelstein a point that is frequently of 
much value in the diagnosis of brain abscess. 

I am referring to the characteristic facial expres- 
sion—an expression of distress, of lack of vitality, 
with a pallor bordering on jaundice which a patient 
with a brain abscess, especially the chronic variety, 
presents. This facial expression is, it may be pre- 
sumed, a manifestation of the toxicity and the lowered 
metabolism of the patient which, as mentioned by 
Doctor Adelstein, are responsible for his subnormal 
temperature. It may not be present in the patient 
with an acute abscess and an associated meningitis, 
in which case the patient is quite alert and his face 
may be flushed. It is, however, very striking in the 
patient who has a brain abscess which, as a walled-off 
process, has supposedly been dormant for some time. 


» 
\~ 


EuGcene R. Lewis, M.D. (727 West Seventh Street, 
Los Angeles).— The differentiation between otitic 
brain abscess and circumscribed meningitis is cer- 
tainly of importance from many standpoints. Whether 
Gradenigo’s syndrome is manifested or not, the find- 
ings and symptoms as presented in this paper permit 
of no great confusion between the clinical indications 
of the symptom groups characterizing these two con- 
ditions. Unfortunately the typical combination of 
symptoms is not always strictly adhered to; it is often 
necessary to solve the same kind of riddle as “what 
has web feet, feathers, and barks like a dog?” The 
diagnostician is compelled to decide what “duck” is 
the answer, and that “barks like a dog” was added to 
make it more difficult. He must elicit very carefully 
the cardinal points from history, symptoms and ex- 
amination and keep these clearly in mind, ignoring 
what seems “added to make it more difficult.” 

There is one thing that stands out as of particular 
importance respecting otitic brain abscess; there is no 
advantage in hurrying a surgical attack, and there are 
definite advantages in going slow. Many diagnoses 
of brain abscess have proved erroneous; by restrain- 
ing the impulse to early surgery these cases are per- 
mitted to come out in their true colors. Thorough 
organization of exudate around a brain abscess and 
subsidence of much or even all of the tympano- 
mastoid purulence during persistent application of 
systemic and local measures over an adequate period 
of surgical delay, are some of the rewards of making 
haste slowly. Too much emphasis cannot be put upon 
the undismayed continuous use of all possible sys- 
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temic and local conservative measures over long pre- 
operative periods in every case of suspected intra- 
cranial extension of tympano-mastoid infection. 

In my opinion the prognosis of cases handled in 
this manner is distinctly bettered, as to both non- 
operative and operative recovery. 


ay) 


Docror ApetsTeIn (Closing).—Gradenigo’s syndrome 
or localized meningitis may well be looked upon as 
a border-line condition. The infection has found its 
way to the meninges and the question is, will it re- 
solve spontaneously or go on to further intracranial 
invasion with formation of a true brain abscess? We 
believe that the patient is given the better chance 
for an early uncomplicated recovery if a mastoid- 
ectomy is done in these cases, even if the x-ray evi- 
dence is not entirely conclusive. There have been 
cases of spontaneous recovery of Gradenigo’s syn- 
drome; however, the danger of delay is great, and 
since mastoidectomy removes at once the original 
focus of infection, we believe that the operation is per- 
haps, in the long run, the more conservative treatment. 


PYOGENIC EPIDIDYMITIS 
TREATMENT* 
By Henry A. R. KreutzMann, M.D. 
San Francisco 


ITS 


Discussion by Charles P. Mathé, M.D., San Francisco; 
James Potter, M.D., United States Training Station, 
Goat Island, San Francisco. 


’ [ ‘HE epididymitis referred to throughout this 
paper is of the nongonorrheal, nontuberculous 


type. 
yp PATHOLOGY 


This condition is not uncommon. Some au- 
thors claim that it occurs in from 20 to 30 per 
cent of patients having an infection of the blad- 
der, posterior urethra, seminal vesicles, or pros- 
tate. My experience also has been that it occurs 
all too frequently in spite of the greatest gentle- 
ness in instrumentation, 

The route of infection is by way of the lumen 
of the vas deferens. This has been proved con- 
clusively since ligation of the vas, preliminary to 
prostatectomy, has been instituted as a routine 
procedure. However, the method by which bac- 
teria gain access to the ejaculatory duct is still in 
doubt. Lommel found that on traumatizing the 
colliculus seminalis, the contents of the posterior 
urethra can pass through the ejaculatory duct into 
the seminal vesicle or the vas, whereas this never 
occurred when the verumontaine was intact. He 
concluded that the organisms were sucked out of 
the posterior urethra. 

Herbst believes that when the ejaculatory duct 
becomes blocked infectious material from the 
seminal vesicle is unable to enter the urethra. It 
then passes down the vas to the epididymis, set- 
ting up an inflammation in that structure. 

Belfield noted on three different occasions 
while performing a vasotomy the escape of urine 
through the incision. This occurred when a 
strong desire to urinate was resisted by the pa- 
tient. He feels that the retrograde passage of 
urine into the seminal duct may be the not in- 
frequent cause of recurrent epididymitis. 


* Read before the Urology Section of the California 
Medical Association at the fifty-eighth annual session at 
Coronado, May 6-9, 1929. 
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Pelouze believes that greatly increasing the 
intravesical or urethral pressure may force in- 
fected material into the seminal vesicle. Pressure 
on this organ may then direct the bacteria into the 
vas deferens. 

Even though the method by which the infec- 
tion reaches the upper part of the vas is still in 
doubt, we do know that involvement cannot occur 
unless there is an infection either in the posterior 
urethra or seminal vesicle. 

It is surprising that the pathological sequence 
of this condition is still unsettled. Most experi- 
menters believe that in the early stages the organ- 
isms remain within the lumen of the globus minor, 
where they form localized abscesses. 

Rolnick, after injecting pyogenic organisms 
into the vas, made sections through the entire 
testicle one to eight days afterward. He con- 
cluded from his studies that within a few hours 
after the bacteria had reached the tail of the epi- 
didymis they penetrate between the epithelium, 
involve the wall and extend to the interstitial and 
peritubular tissues there to set up the inflamma- 
tory process. He found that where large ab- 
scesses had formed they were interstitial and had 
pushed the tubule aside or had compressed it. 

At the present time it is still an open question 
whether the organisms and the abscesses in the 
early stages of the infection are found within 
the lumen or in the peritubular spaces. ‘That the 
infectious material cannot penetrate farther than 
the globus minor has been shown conclusively by 
injecting bacteria and opaque solutions into the 
vas. This is due to the peculiar formation of the 
loops of the body of the epididymis. In severe 
infections, if the remainder of the structure is in- 
volved, it is by way of the peritubular lymphatics. 

The predisposing cause of epididymitis in man 
is an infection of the urine, the posterior ure- 
thra, the seminal vesicles or prostate. If, on 
top of this, we place the additional burden of 
sexual excesses, excessive drinking, or rough 
manipulations by the physician, an infection of 
the epididymis is not at all unlikely. 

In order to reduce the possibility of such a 


condition we must first recognize the presence’ 


of the underlying causes. Our aim should be to 
remove the infection in the various organs. _If 
the patient insists on continuing his mode of liv- 
ing, he will then be in less danger of suffering 
the consequences. 


RESPONSIBILITY OF PHYSICIAN 


The physician, on the other hand, should real- 
ize his power to produce or prevent an acute 
inflammation. Nothing is more humiliating to 
me than to have a patient return, after the pas- 
sage of sounds or a cystoscope, with an acute 
epididymitis. 

Gentleness in instrumentation is not always a 
sufficient guarantee against the production of this 
complication. Cystoscopic procedures, especially 
fulguration about the veru, when carried out in 
the presence of a chronic infection of the pos- 
terior urethra or prostate may readily set up an 
epididymitis. This fact has received very little 
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recognition in the past. By the proper course of 
treatment we can materially aid in avoiding this 
complication. 

For the past few years, wherever possible, I 
have studiously avoided inserting any metal in- 
strument into the posterior urethra without first 
reducing or entirely removing whatever infection 
may be present. The results have been most 
gratifying. In the few cases where an epididymi- 
tis has developed, it has been of such a mild char- 
acter that the patients were able to be up and 
about in a few days with only moderate indura- 
tion of the globus minor. 

There are, unfortunately, a number of in- 
stances in which it is impossible to postpone the 
passage of a cystoscope because of the acute con- 
dition of the upper urinary tract. Here one will 
occasionally have a severe epididymitis, and | 
know of no way of preventing it. 

TREATMENT 

In the treatment of this condition we must 
realize that at times we are dealing with a very 
virulent organism and the character of the infec- 
tion may be entirely different from that produced 
by the gonococcus. Fortunately, however, most 
of the cases follow the same course as that of 
gonorrheal epididymitis and the same mode of 
treatment can be instituted. This consists of rest 
in bed with elevation of the scrotum. After try- 
ing every method, I have found that the suspen- 
sory described by Campbell and used at the 
Bellevue Hospital gives the best result and is 
most comfortable to the patient. 

One gram of calcium chlorid, intravenously, 
given daily for three to five injections may in 
the mild cases hasten resolution. Either hot or 
cold local applications are also of benefit. 

With this expectant treatment, my patients 
have been confined to bed on an average of ten 
days. Some authors advise immediate epididy- 
motomy, claiming that less damage is done to the 
tissues involved and that the patients are trans- 
formed into ambulatory cases within two or three 
days. It has been my experience that even after 
epididymotomy the inflammation does not subside 
rapidly enough for the patient to get about for 
a number of days and that no benefit is gained 
by early operation, 

Operative Indications —The great problem that 
confronts us is when to operate. To determine 
this it is best to divide the patients into two 
classes: (1) those with an acute infection of the 
genito-urinary tract, and (2) patients with chronic 
infections. 

In those instances where an epididymitis occurs 
following an acute pyelitis or cystitis, the patient 
has very little resistance to the invading organism 
and its virulence is therefore great. Here early 
operation is indicated to prevent the formation of 
large abscesses and possible involvement of the 
testicle itself. 

Where there is a chronic prostatitis or seminal 
vesiculitis, we may assume that the bodily resist- 
ance will be able to take care of the new invasion 
and, therefore, nonoperative procedures may be 
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carried out. Of 
this statement, 
considering. 

After operation has been decided upon, the 
question arises whether one should simply drain 
the epididymis or remove it. In these cases one 
cannot be guided by analogous examples of gono- 
coceal infection. We are dealing with an organ- 
ism virulent enough to overcome the resistive 
powers of the tissues. I feel that if the patient 
is so ill as to necessitate an operation, then re- 
moval of the epididymis should be performed. 
Destruction the tubules has already taken 
place and it is not a question of preventing steril- 
ity, but of stopping the spread of the infection. 

In some of the severe early cases I have noted 
on needling the globus major and the upper pole 
the testicle, fluid out the 
puncture wounds. This to me indicates early in- 
volvement the entire epididymis and _ testes. 
Alleviation can only be obtained by removing the 
infected region en masse. 

Needling incising the globus minor, 
done when the gonococcus is the invading organ- 
ism, is not advisable. 

The purpose of epididymotomy is to produce 
as little trauma as possible in order to prevent 
sterility. In these nongonorrheal cases, ae oper- 
ation merely causes the abscesses to coalesce, with 
great destruction of tissue and long-continued 
drainage of pus. As a result the object of the 
operation, namely, prevention of sterility, will not 
be attained. 


course, there are exceptions to 
but as a general rule it is worth 
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SUMMARY 


In 
that : 

1. The majority of cases of epididymitis can 
be prevented if the foci of infection are eradi- 
cated before instrumentation is performed. 

2. In patients with chronic infections of the 
genito-urinary tract, the expectant treatment of 
epididymitis should be the rule. 

3. When an operation is performed, the epi- 
didymis should be removed. 


2000 Van Ness 


summarizing my observations, I conclude 


Avenue, 

DISCUSSION 
_ CHARLES P. Matué, M.D. (760 Market Street, San 
Francisco).—I have been very much interested in 
the operation for epididymitis. In treating acute epi- 


didymitis it has been our custom to employ the intra- 
venous injection of calcium with glucose. If no relief 


is obtained from its use in a reasonable length of 
time, operation is contemplated. It has been my good 
fortune to have often assisted Dr. L. Bazet, the first 


surgeon to perform the operation of epididymotomy 
in the sense of draining pus accumulated within the 
epididymis. The results were excellent in the fact that 
the patients’ symptoms rapidly subsided with drain- 
age. In the past it has been our custom to remove 
tuberc ulous epididymi, and to drain those infected by 
the gonococcus and the pus-producing organisms. 
I am glad to see that Doctor Kreutzmann employs 
epididymectomy in place of simple drainage. It seems 
to me that this would be the operation of choice in 
the recurrent type of epididymitis. In the acute fulmi- 
nating type, however, characterized by huge enlarge- 
ment of the epididymis, inflammatory hydrocele and 
marked congestion of the surrounding tissues, simple 
epididymotomy is the safest procedure and gives 
excellent results, 
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ae Potrer, M. D., (United States Training Sta- 
tion, Goat Island, San Francisco).—Nonvenereal epi- 
didymitis developing in a man who is in the naval 
service is a big question. The men who develop vene- 
real epididymitis and require admission to the sick 
list lose pay while incapacitated. Naturally, it is diffh- 
cult for us to obtain an unbiased history, and most 
cases are considered to be of venereal origin. In re- 
gard to treatment, I believe that the injection of non- 
specific foreign protein in conjunction with calcium 
chlorid is almost a specific. In addition, the exposure 
of the swollen testicle to an infra-red light from thirty 
to forty minutes each day will markedly decrease the 
number of sick days. 


DERMATOLOGY FOR NURSES* 


By Ernest Dwicut CuipMAN, M.D. 
San Francisco 


Discussion by Thomas J. Clark, M. D., Oakland; Harry 
, Alderson, M.D., San Francisco. 


IN a paper read before this section one year 
ago I ventured the assertion that less than 10 
per cent of the nurses we meet are capable of 
applying a satisfactory dermatologic dressing. As 
a result of the suggestion that some one be dele- 
gated to deal with this question at this meeting 
our chairman invited me to undertake the task. 

Now it takes no exhaustive study to determine 
why nurses are not prepared adequately to care 
for our cases. There are two reasons. ‘Taken by 
and large, probably a smaller percentage of der- 
matologic cases require nursing care than those 
of any other specialty. So lack of experience is 
one reason. The second reason is a lack of in- 
terested teaching to nurses in the training schools. 
While the first reason is not within our control 
we can and should do our part in teaching the 
nurses what we expect of them. 


STATE BOARD REQUIREMENTS IN TEACHING OF 


NURSES 


The teaching of nurses is regulated largely by 
the requirements of the State Board. In pre- 
paring a synopsis of this paper I referred to the 
State Board requirements as calling for a knowl- 
-edge of purpura and pellagra and not for any 
special ability to put on an acceptable dermatologic 
dressing. I since learn that these are the re- 
quirements of the National League of Nursing 
i-ducation. 


TEACHING REQUIREMENTS OF NATIONAL LEAGUE 


OF NURSING EDUCATION 


The outline from the standard curriculum of 
this League is much more comprehensive in its 
scope than that of the California State Board. 
Its program is divided into ten parts and includes 
much that is given under the head of medicine 
and surgery in this state; for example, the acute 
exanthemata and carcinoma. It includes 
syphilis, tuberculosis, purpura, pellagra and myxe- 
dema. 

Under this plan fifteen units are required and 
if, for example, six lectures are given by a der- 


also 


* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the fifty-ninth 
annual session at Del Monte, April 28 to May 1, 1930. 
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matologist nine other units are given by an in- 
structor so as to make up the total. 

“The object of the course” as presented in 
this outline, “should be to give the student a 
necessary knowledge of the more common dis- 
eases of the skin with which she will come in 
contact in her general nursing and in school nurs- 
ing ; also to enable her to understand the ordinary 
methods of treatment and to be able to protect 
herself and others.” 

This sounds much less pretentious than the 
schedule. It seems to me that after all what we 
should seek to teach nurses is simply what we 
expect them to know when we meet them on 
cases plus a practical knowledge of the diseases 
we may fairly expect them to recognize in school 
work. 

On this basis, it would seem wise to emphasize 
such topics as impetigo, pediculosis, scabies, ring- 
worm, etc., and eliminate all references to such 
entities as pellagra, purpura and acromegaly. 

The schedule of the State Board calls for “lec- 
tures by physicians; classes, clinics, demonstra- 
tions by instructors of students in the structure 
and function of the skin, hygiene of the skin, 
common skin diseases, their treatment, nursing 
care and general precautions.” This sounds ideal, 
but I believe that it presupposes a knowledge and 
a course of training by the instructors of nurses 
which either is not commonly possessed or im- 
parted. If we give a course of six or eight lec- 
tures, allowing one for the subject of remedies 
used in dermatology and their application, I do 
not believe we are going to attain our objective 
unless we can instruct the instructors so that they 
can, in personal quizzes and demonstrations, see 
that the student has learned her lesson. 


SIX-LECTURE PROGRAM SUBMITTED FOR 
DISCUSSION 


As the purpose of this paper is largely to open 
a discussion as to what we should teach nurses 
and to agree as far as possible upon a fixed tech- 
nique for dermatologic dressings, let me sum- 
marize first what seems to me a fair teaching 
program of six lectures, and then take up the 
subject of the technique of dressings. For con 
venience of discussion | have divided the material 
under six heads corresponding to six lectures. 

Lecture No. I—Anatomy and physiology of the 
skin, showing by illustrations the structure of the 
skin and appendages, methods of epidermal re- 
generations, etc. Also included in this lecture 
are definitions of all the primary and secondary 
lesions, 

Lecture No. II—The pathology of the skin 
with special explanation of the process of inflam- 
mation-—the definition of such terms as erythema, 
anemia, ischemia, hyperemia, cyanosis, etc., a dis- 
cussion of various forms of dermatitis such as 
dermatitis calorica, dermatitis venenata, dwelling 
on dermatitis of industrial nature, from poison 
oak, hair dyes, primrose, etc. The pathologic 
states to which the skin sometimes gives the cluc, 
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such as jaundice, Addison’s disease, carotinemia, 
should be emphasized. 

Lecture No. II]I]—Diseases due to bacteria: 
Acne, impetigo, furunculosis, and others of simi- 
lar nature. 

Lecture No. I)’—Diseases due to parasites: 
(a) Animal—fleas, bedbugs, scabies, pediculi; 
(b) Vegetable—ringworm group. 

Lecture No. V—Common affections such as 
psoriasis, hives, shingles, chilblains, warts, moles, 
the seborrheic state. 

Lecture No. VI—The remedies used in der- 
matology and application: Baths, lotions, creams, 
ointments, pastes, varnishes, compresses, starch 
poultices. The removal of crusts, ointments, 
pastes, etc. 

Soaps—the indications for superfatted, strongly 
alkaline and medicated soaps. 

Powders—indications, whether for the absorp- 
tion of moisture, for astringent action or pro- 
tection. 

Such physical agents as x-ray and quartz light, 
to indicate the possible dangers when used by 
unqualified operators. 

This last lecture is of the greatest importance 
and for a start let me submit the following out- 
line of instruction in the application of remedies 
with the hope that members of the section will 
register any additions, omissions or alterations 
which occur to them. 

Lotions—-Those containing substances in com- 
plete solution may be applied by hand or by 
linen pads. In acute conditions absorbent cotton 
should be interdicted. “Shake lotions” such as 
the familiar calamine lotion should be thoroughly 
mixed, a sufficient quantity poured out upon a 
shallow dish, scooped out with a soft cloth and 
patted on so as to form a powdery film. If the 
case is severe strips of linen may be impregnated 
with the mixture and kept continuously in con- 
tact with the surface to be treated. 

The purpose of creams is for cleansing or 
soothing. A cold cream is so called because its 
refrigerant or cooling action is due to the evap- 
oration of the water it contains, thus reducing the 
surface temperature. 

An ointment differs from a paste in that the 
former melts at the body temperature and is used 
to facilitate the penetration of a medicament 
while the latter does not melt at body temperature 
and is used for protection and surface action. 

Compresses used in dermatology must be dif- 
ferentiated from the wet dressing used in surgical 
cases. The indication for a compress in derma- 
tology is to relieve a waterlogged condition of 
the surface tissue while in surgical practice the 
aim is to apply and retain heat. 

Now, the dermatologic compress may be made 
with a cold solution and the retention of heat is 
to be avoided. Therefore we do not cover the 
compress with oiled muslin. The aim of our 
dressing is to conduct away from the tissue the 
redundant fluid by a process of osmosis or capil- 
larity. For this reason, once applied the dressing 
should not be allowed to dry, as a dry dressing at 
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once forms an adhesion with the surface, defeat- 
ing our purpose. ‘The compress is preferably 
made with six to twelve layers of soft linen. In 
acute conditions gauze is less desirable because 
of the danger of fine shreds causing irritation. 
The most commonly employed compress is made 
with a saturate solution of boric acid, but one or 
two per cent resorcin and solutions of aluminum 
acetate are frequently prescribed for such dress- 
ings. 

Oils, creams and starch poultices are frequently 
employed for the removal of crusts. A starch 
poultice is made by mixing a teaspoonful of 
boric acid with four tablespoonfuls of cold water 
starch and enough water to give the mixture the 
consistency of cream; a pint of boiling water 
is then boldly added, the mixture being constantly 
stirred until the starch bursts and a translucent 
jelly results. When this is quite cold the amount 
required is spread on cloth in a layer about half 
an inch thick. ‘This is covered with muslin and 
applied to the part. (This is taken from Nor- 
man Walker. ) 

The use of soaps requires little discussion. For 
ordinary use as nearly neutral a soap as possible 
is indicated. In excessively oily skins a super- 
alkaline soap such as green soap should be used. 

Powders are used as protectives, as astringents 
or to absorb moisture. For every day use plain 
or borated talcum suffices. The carbonate of 
magnesia has the greatest capacity for absorbing 
moisture and tannoform is useful as an astrin- 
gent. 

Now this outline, plus your additions and 
minus your deletions, will represent what we be- 
lieve should be taught nurses. Upon one point 
I shall hope for unanimous agreement, viz., that 
having presented such an outline to our nursing 
schools the responsible authorities in the schools 
are morally bound to see that each student nurse 
before she graduates is expected to demonstrate 
in quiz or clinic the technique of these various 
applications. 

$50 Post Street. 

DISCUSSION 

Tuomas J. Crarx, M. D. (1800 Madison Street, Oak- 
land).—Dr. Chipman’s plea for more systematic in- 
struction in the subject of dermatology to the nurses 
in our training hospitals should be heartily supported 
by all interested in the advancement of medicine. 

_ There are several viewpoints one may take in con- 
sidering the training of nurses in dermatology but 
the subject reduces itself into three main objectives. 
J he first is the broader viewpoint the nurse will have 
in her professional capacity if she is given an intelli- 
gent synopsis of this branch of medicine; second, that 
she may appreciate the practice of dermatology and 
the care of patients suffering from cutaneous dis- 
orders is much better accomplished by one who is 
medically trained to do this work; third, as skin dis- 
eases enter largely into the contacts of daily life she 

is better prepared as an individual to meet emergen- 
cies intelligently. 

The training of the nurses in the Alameda County 
hospitals in dermatology has been intrusted to my 
care for a number of years past. This course has been 


given in the spring months to second-year students 
and is conducted as a series of eight lectures given 
at intervals of one lecture per week. 
matter is divided into: 


The subject 
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Lecture 1, Anatomy and Physiology. 

Lecture 2, Skin Lesions, primary and secondary; 
etiological factors; diagnosis. 

Lecture 3, Parasitic diseases, animal and vegetable. 

Lecture 4, Toxic dermatoses; erythemata. 

Lecture 5, Acute exanthemata. 

Lecture 6, Acute infections and chronic infections. 

Lecture 7, Congenital and acquired syphilis. 

Lecture 8, Review and quiz. 

The subject matter in these lectures is confined to 
the commonly met diseases and the subject is pre- 
sented so that the nurse can apply the medical knowl- 
edge she receives from other departments to the bet- 
ter understanding of these skin diseases. It would be 
unwise to present subjects to nurses that one would 
hesitate to present to undergraduates in medicine. In 
this course the principles of therapeutics are men- 
tioned rather than the details of treatment. 


Y 
7 


Harry E. Anperson, M.D. (490 Post Street, San 
Francisco).—This discussion is very timely. Many of 
the hospitals not connected with medical schools do 
not provide sufficient instruction in dermatology and 
syphilology for nurses. On the other hand it is over- 
done in some institutions, and some textbooks on 
skin diseases for nurses are much too comprehensive. 
As for practical instruction in the application of vari- 
ous dermatological dressings, student nurses in hos- 
pitals with out-patient clinics, should learn all that is 
necessary as they work in turn on dermatological 
cases. However, it is very important to discuss this 
matter in the course of lectures. 

At Stanford and Lane hospitals and several other 
training schools where my staff and I give instruc- 
tion to nurses we make liberal use of the lantern. 
We also show clinical material whenever possible. 
We strongly emphasize the fact that in dermatological 
practice we treat the patient as well as the skin and 
we demonstrate the close relationship between the 
skin and the rest of the body. Nurses, patients and 
even physicians sometimes are inclined to take a super- 
ficial view of dermatology and they need to be re- 
minded that we are engaged in the practice of medi- 
cine with the application of special knowledge of the 
skin and mucous membranes. 

In our lectures we first discuss briefly the anatomy 
and physiology of the skin, its manner of reacting 
to internal bodily disturbances and to external in- 
fluences. Then we present a few of the commoner 
dermatoses, paying particular attention to the more 
contagious bacterial and mycotic diseases, and to those 
due to insects. Hygiene and prophylaxis are dis- 
cussed, but treatment is lightly touched upon for we 
are not aiming to produce “super-nurses.” Finally, 
the subject of syphilis in all its phases is presented in 
one or two lectures fully illtstrated. One week after 
the last lecture a written examination is given, To 
cover these subjects six lectures would be most satis- 
factory but they could be reduced to five. Instruction 
regarding the various dermatological preparations and 
methods of applying the same is very important. In 
spite of this teaching, however, it is usually necessary 
to personally show the new nurse assuming charge 
of a dermatological case in detail just how any given 
treatment should be administered. 

Dr. Clark’s remarks were interesting and I thor- 
oughly approve of most of them, but I feel that the 
number of lectures in his course should be reduced. 

Lectures I and II could be combined. Likewise there 
could be some rearrangement of the other subjects 
making it possible to condense and join together at 
least two more. Then in place of the final quiz a 
comprehensive written examination could be prepared 
for the head nurse, who would give the same, the 
papers being corrected later by the lecturer. This 
would save three hours, one of which could be devoted 
to hygiene, prophylaxis and common remedies used 
in dermatology as suggested by Dr. Chipman. 
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ENEMATA* 


FROM THE ANATOMICAL AND PILYSIOLOGICAL 
STANDPOINTS 


By Sitas A. Lewis, M.D. 
Los Angeles 


DIsCUSSION by Charles 8S. James, M.D., Los Angeles; 
William H. Daniel, M.D., Los Angeles. 


N reviewing the anatomy of the colon let us 

study first the ascending portion. At its begin- 
ning is the sacculated pouch, the cecum. Enter- 
ing the upper left margin of the cecum is the 
ileum, guarded by the ileocecal valve which trans- 
mits contents in but one direction. The sacculated 
portion of the cecum is slightly longer, slightly 
more pouched on the lateral than on the medial 
side. Attached to what originally was the apex 
of these sacculae is the vermiform appendix. ‘The 
ascending colon narrows as it comes to the hepatic 
flexure. Here it is held by a short mesentery. 
The excursion of this angulation, the hepatic 
flexure, is very slight as compared with the mo- 
bility permissible by the longer mesentery of the 
ascending colon. The hepatic flexure forms an 
angle, somewhat more than a right angle, because 
of the hammock formation of the transverse 
colon with its long, free mesentery swinging 
across to the higher splenic flexure. The mesen- 
tery of the transverse colon is longer than any 
other portion, allowing free excursions of the 
transverse colon several inches upward, down- 
ward, or sideways. 

The splenic flexure is located in the upper left 
abdominal quadrant. At this point the mesentery 
attaches the colon fixedly to the posterior ab- 
dominal wall. 

As we look into the fully exposed abdominal 
cavity the short omental attachment at the hepatic 
and splenic flexures gives the transverse colon the 
appearance of a hammock swung from two posts, 
the left much higher than the right. The splenic 
flexure forms an angle between the transverse 
and descending colon, practically refolding upon 
itself. 

Here the character of the bowel changes in 
caliber and in musculature. Its lumen becomes 
smaller, its musculature much more developed 
and powerful. The descending colon is held 
rigidly to the posterior abdominal wall. In cali- 
ber it looks about the size of the ileum. This 
short mesentery follows the descending colon 
down to the sigmoid flexure, where there is a bit 
more freedom allowed. The same type of muscu- 
lature and the same caliber prevail in the sigmoid, 
but as the sigmoid dips back to the fourth sacral 
vertebra the mesentery is so short that no free- 
dom of motion is allowed and the sacculated mus- 
cular pouch with absence of striations forms the 
last four or five inches of the colonic tract. 

We have, therefore, a muscular tube with dis- 
tinct divisions. The sacculated portions are the 

* Read before the General Surgery Section of the 


California Medical Association at the fifty-ninth annual 
session at Del Monte, April 28 to May 1, 1930. 
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cecum and the ascending colon, the transverse 
colon, and the rectum. The transverse colon is 
trapped on each end by the flexures and is im- 
mobile at those points. The descending colon, of 
strong musculature, is held immobile by a short 
mesentery. The rectum is a dilated reservoir with 
strong musculatyre. The strongest muscle of the 
colon is strategically so placed as to carry along 
by its peristi iltic contractions the more compact 
residue of the products of digestion. 
POSTOPERATIVE ENEMATA 

Following operation we have a slight atony of 
the entire voluntary muscular system as we like- 
wise have of the involuntary. On the first, second 
or third days, postoperative, the surgeon finds 
that the bowels have not reestablished their ac- 
tion. He writes for a soapsuds enema which is 
administered by the nurse with the patient lying 
upon the back. Two quarts or more are given. 
This great volume of water rises in the colon, 
dilating the rectum, sigmoid, descending colon, 
rounds the curve of the splenic flexure and, be- 
cause of its volume, straightens out the curves and 
allows its passage. On it flows through the ham- 
mock of the transverse colon distending and bal- 
looning it out. It rounds the curve of the hepatic 
flexure and fills to distention the ascending colon 
and cecum. It can go no farther. The ileocecal 
valve stands guard. This inflow of an irritating 
fluid has been against the peristaltic waves, re- 
versing the normal current in the entire colon. It 
has ballooned and placed upon overdistention the 
very musculature whose aid is desired. 

We are all familiar with what overstretching 
of muscle does—the subsequent relaxation, the 
subsequent atony and slowness in regaining tone. 
Hfow frequently the nurse records upon the chart 
that the enema did not return, and was siphoned 
off. The overdistended colon, with paralyzed 
peristaltic waves which might expel the enema, 
has been defeated in its normal function. 


RADIOGRAPHIC PICTURE OF ENEMA 


Now let us find out what proportion of an 
enema is really evacuated by the patient and, if 
not all is evacuated, where is it pocketed? The 
r radiogrs ipher will tell you that he frequently gives 

. barium enema, and as he watches the flow ” 
a colonic avenue it hesitates in the sigmoid a 
the ascending enema straightens out the curves 
in its upward progress. Again hesitation is seen 
at the splenic flexure while this straightens to 
allow passage. Similar action takes place at the 
hepatic flexure and when this flexure has been 
straightened the enema fills to ballooning the 
three sacculated portions of the bowel. How 
much is evacuated with the bowel movement? 
Films taken after evacuation show that much is 
securely trapped in the cecum and ascending 
colon, and in the transverse colon. 

I have described the ileocecal valve as the guard 
placed in the cecum to allow transmission only 
in one direction, that is downward. In the radio- 
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Fig. 1.—A_ barium 
given to a normal 
been’given an enema, 


enema of two quarts 
individual who had 


graphs of Case 1739 the barium enema is clearly 
shown backing up into the ileum (Fig. 3). There- 
fore we must conclude that the overstretching and 
relaxation of the ascending colon has destroyed 
the function of the valve, so permitting the fluid 
to flood back into the ileum. If it were intended 
that the contents of the colon should back up into 
the ileum, carrying therein débris and putrefying 





Fig. 3 (Case No. 1739).—This film is of a barium enema 
given to a patient who is a daily enema user. Observe 
that the enema is backed up in the ileum at the point 
marked X, 
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Fig. 2.—This film was taken immediately after spon- 
taneous evacuation of the enema by the normal indi- 
vidual who had never before had an enema (Fig 1). It 
shows the residue unexpelled. Observe that the major 
portion is pocketed behind the splenic and hepatic 
flexures, 


bacteria, no valve would have been placed there. 
To the frequent enema taker this performance 
of continually reinfecting the ileum must be a 
factor in ileocolitis. Dr. Roland S. Cummings, 
in a recent paper on constipation, has described 
the reverse peristaltic ripples established in the 
which may continue on back through the 
entire gastro-intestinal tract. He even states that 
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Immediately after spontaneous evacuation of 
enema (Fig. 3), showing the major por- 
hepatic flexures. 
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Fig. 5.—Demonstrating a rectal tube, thirty inches long, 
rolled up in the rectum and sigmoid, 


lycopodium dusted over the anal orifice has been 
found in the buccal cavity the following morning. 
How contrary, then, to the normal peristaltic 
waves is this column of fluid rising in the colon! 
We routinely request diagnosis with the barium 
enema. When I ask how many studies are made 
after the first evacuation of the enema the answer 
is, with a look of surprise, “Why, we never take 
any pictures at that time!” Yet when films so 
taken are studied, it is seen that the major por- 
tion of the enema remains and that gaseous dila- 
tation in the three great balloons prolongs the 
overstretching about which I have spoken. 


Here we have this great volume of water of 
the enema continually distending and thereby de- 
stroying the muscle tone we are so anxious to 
reestablish. Our patient says: “Doctor, I feel 
miserable, have a headache, my bowels aren’t 
moving.” The doctor orders an enema at once. 
It is given, the headache disappears, the tempera- 
ture drops, the patient sleeps. What has hap- 
pened? The temperature of the fluid of the 
enema has been below the patient’s temperature. 
Two quarts of this cold fluid have been poured 
into the bowels and much absorption into the 
circulation occurs. The headache is relieved. Cer- 
tainly it is. It is relieved by rapid absorption of 
the fluid into the dehydrated tissues. The shock 
of the enema and the need of the blood to warm 
the cold water has caused a cerebral anemia, 
therefore the headache is diminished. But the 
establishment of the normal function of the bowel 
has been damaged and by frequent repetition may 
be permanently damaged. We have the chronic 
enema takers with us always, those who have no 
normal bowel movements because they wash out 
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the mass which the muscle would normally con- 
tract upon and they balloon the musculature until 
its contractility is permanently destroyed. 


SURGEON’S RESPONSIBILITY AFTER OPERATION 


The purpose of surgery should not be to “cut 
and tie” only. We should in every way aim to 
reéstablish the normal function of the bowel. To 
accomplish this there are two essentials: stimu- 
lation of the muscle of the bowel with small ene- 
mata or suppositories, combined with stimulating 
catharsis; and provision of a bulky mass in the 
rectum by feeding bran, agar or vegetables that 
leave a residue of a semisolid consistency. These 
should supplant entirely the copious, distending 
enemas. 

In reviewing a series of major operations per- 
formed within the last few months, I have 
selected the last fifty successive case records for 
analysis. Of this number, nine reéstablished 
bowel function without an enema or cathartic and 
forty reéstablished normal bowel function by 
stimulating enemata of milk and molasses com- 
bined with administration of mineral oil. In 
twenty instances only, one milk and molasses 
enema was given, in thirteen two were given, five 
patients required three, and one had six before 
normal bowel action was reéstablished. One pa- 
tient of this series died with peritonitis from a 
ruptured, gangrenous appendix. To this patient 
two milk and molasses enemas had been adminis- 
tered, and could in no way contribute as a cause 
of death. 

For a long time I had great difficulty in pre- 
venting nurses administering enemas to my pa- 
tients without a written order. It seems that the 
general impression made on the nurse’s mind is 
that if a patient’s bowels do not move a soapsuds 
enema is in order without direction from the 
doctor in charge. It seems to me that the written 
direction for such procedure is just as essential 
as the order for diet or medication and that it 
should be absolutely against the hospital rules for 
a nurse to proceed undirected. 





Fig. 6.—Demonstrating the difference in the caliber 
of the transverse colon and the descending colon, The 
strongest muscle of the gastro-intestinal tract is located 
in the descending colon and is so strategically placed, for 
heavy duty, 






To the minds of the layman, the nurse, and 
often of the doctor, the term “high enema” im- 
plies the introduction of a long colonic tube. The 
accompanying illustration presents an x-ray film 
with thirty inches of tube coiled in the rectum and 
sigmoid. This was not done as a trick illustra- 
tion. The tube was introduced in the routine 
manner with the patient on his back. Practically 
no distress was experienced by the patient, which 
substantiates the fact that the passing of a long 
rectal tube through the sigmoid is a most difficult 
procedure. 

Nowhere in nature do we find an enema rock 
or an enema tree. The fountain syringe and the 
irrigating bag are strictly the development of 
civilization, and are sold by expert advertising. 
In this promotion the rubber goods manufactur- 
ers are aided and abetted by some unsuspecting 
doctors. 

CONCLUSIONS 


1. Voluminous enemas destroy muscle tone. 

2. Voluminous enemas destroy the function of 
the ileocecal valve. 

3. Voluminous enemas are pocketed and_ re- 
tained behind the splenic and hepatic flexures. 

4. The so-ealled “high enema” is a misnomer 
and is dangerous. 

5. Enemizing is important treatment and should 
be prescribed and regulated by the doctor. 

1680 North Vine Street. 


DISCUSSION 


Cuarces S. James, M. D. (820 Westlake Professional 
Building, Los Angeles).—It is a well recognized fact 
in discussing the anatomy, physiology or pathology 
of the intestinal tract that it should be clearly defined 
which animal group is being considered as the her- 
bivorous, carnivorous, or omnivorous because of the 
wide anatomical and physiologic variations. 

This paper is a very timely one as a plea for our 
greater care against the abuse of, but not the use of, 
enemas, stressing as it does the futility and even 
possible danger of the voluminous enema. 

The old views of “high and low enemas” are with- 
out anatomical or physiological basis, for fluids, when 
introduced into the rectum, are carried rather rapidly 
to the ileocecal valve, aided by the reversed currents 
of Bond; hence there is no indication for the use of 
the long rectal tube with its incidental rectal coiling, 
and all enemas are “high enemas.” 

Coiling of the tube, perforation or injury to the 
rectum, is prevented by not introducing the rectal 
tube more than ten to fifteen centimeters (four to 
six inches). It is seldom chat one can introduce a 
tube beyond the valves of Houston without a procto- 
scope or other aid. 

From a _ surgical viewpoint, enemas should be 
avoided during the first two weeks after suture of the 
colon, and large enemas, two to four liters, have 
caused intraperitoneal leakage and peritonitis from 
the giving way of an appendiceal stump, a necrotic 
area of the bowel, or of an intestinal suture line, even 
a week or ten days after operation. 

In recent years there has been a great deal of in- 
vestigation, observation, and study in the effort to 
secure a better understanding of the movements, 
functions, and physiological relationship of the colon, 
resulting in a marked advance in our sum of knowl- 
edge pertaining thereto; however, it has been re- 
vealed that there is a wide variation of opinion by the 
various investigators and there remains a broad field 
for further investigation before we-can accept as 
factual many of the present-day theories. 
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The colon presents many factors different from the 
preceding small intestine. Its movement may be of 
a mixing or segmental type, in the ascending colon 
a reversive retarding movement may be noted evi- 
dently that the absorption condenser function. may 
be favored, or that peristalsis may be of either the 
progressive wave type or rush mass type. 

Gravity probably plays but little part in the prog- 
ress of material through the colon, and gastro-enter- 
ologists are paying less attention to the position of 
the colon, especially the transverse loop, and it has 
been shown by Moody and Chamberlain, in a study 
of six hundred normal students, that the transverse 
colon was found so frequently situated in the pelvis 
that this position must be accepted as a normal one. 

The intricate nerve supply of the colon would indi 
cate a greater importance than we now accord it. 
The division of the gastro-intestinal tract, according 
to its innervation, corresponds roughly to the em 
bryological differentiation and we note, according to 

Srown and Fraser, that the anterior segment has 
both motor and inhibitory impulses transmitted by 
the vagus; the middle segment is supplied by the 
sympathetics (inhibitory) and the parasympathetics 
(motor) from the thoracic and superior mesenteric 
plexuses; the posterior segment is more complex in 
that both inhibitory and motor impulses supplying 
the proximal portion of the large intestine are con 
ducted by the sympathetic system through the in 
ferior mesenteric plexus; the distal portion is sup 
plied by motor nerves from the lumbosacral plexus, 
and the rectum by both the parasympathetic and 
sympathetic nerves from the pelvic plexus. 

It would appear that the medical profession have 
as yet many unsolved complex problems before they 
attain a practical understanding of colonic dysfunc 
tion with its multivaried clinical sequela. 


M.D. (802 Pacific Mutual 
Doctor Lewis has presented 
a very important and practical subject. The enema 
habit has become more vicious than the cathartic 
habit, especially since the advent of the commercial 
establishments. 


Witwiam H. DANIEL, 
Suilding, Los Angeles). 


He has shown the capacity of the colon, the ana 
tomical points of arrest of the fecal current, espe 
cially in the sigmoid flexure, as it lies low in the 
pelvis. Associated with this latter condition is fre 
quently a looseness or prolapse of the sigmoid and of 
the rectal mucosa, which when pressed upon by a 
large amount of fluid from above offers a greater ob 
struction to the outward flow. 

The majority of enemas are given without any 
physiological or clinical reasons excepting that the 
bowels have not moved. The causes of constipation, 
as rectal pathology causing the gastro-intestinal tract 
and pelvic organs, usually have not been considered. 

Repeated overdistention of the bowel causes a loss 
of tone with impairment of the nervous mechanism. 
The use of large amounts removes the natural lubri- 
cating mucus, thus increasing or prolonging consti- 
pation. To the actual damage done must be added the 
neglect of the offending rectal pathology and the in- 
creasing irritation caused by improper treatment. 

It is my opinion that 90 per cent of all colon flush- 
ings are given or ordered without scientific reason 
and that enemas rarely, if ever, cure constipation. 
There are a few cases of specific ulcerations in which 
irrigations are helpful. 

Soap should never be used as it causes a marked 
proctitis. Enema tubes should always be of soft 
rubber and of small caliber with rounded ends, and 
should be inserted, whenever possible, with the pa- 
tient in the lateral position. 

In the surgical cases the effect of trauma must be 
considered and the bowel function should be allowed 
to recover as far as possible in a natural manner. 
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PREOPERATIVE MEDICATION* 


By Mary E. Borsrorp, M.D. 
San Francisco 


ROGRESS in the development of anesthetic 

agents and methods has been so paralleled by 
the advance in pharmacology that it may fairly 
be said to depend upon it, and in no way has this 
been so marked as in the adaptation of the newer 
hypnotics. The addition of the barbiturates and 
tribromethanol to the previously known narcotics, 
such as the opium derivatives and scopolamin, 
have helped immeasurably in providing an escape 
from the depressing effect of fear and in bringing 
the patient to the operating table in the best possi- 
ble physiological and psychological condition. 

Preoperative medication has come to mean 
something more than the traditional hypodermic 
injection of morphin and atropin. The apprehen- 
sive patient is now insured a restful night by one 
or other of the hypnotic drugs. Prevention of 
dehydration by the administration of fluid, pre- 
operatively or by hypodermoclysis, is routine 
treatment. An hour before the operation, sodium 
amytal, avertin or one of the opium derivatives, 
combined with scopolamin, in dosage suited to 
individual reactions of blood pressure, metabolic 
rate, age, weight, etc., given in the room or ward, 
depresses the nervous system sufficiently to pro- 
duce unconsciousness or at least indifference to 
the sights and sounds of transportation or to a 
possible long period of waiting in the surgery. 

Adaptation of the anesthetic to the individual 
patient and the operative procedure is so impor- 
tant that its selection should be not only the pre- 
rogative but the responsibility of the anesthetist. 

This is equally true of the preanesthetic medi- 
cation, and not until the assistance of the anesthe 
tist is sought by surgeon and internist in selecting 
not only the anesthetic but the preliminary hyp- 
notic will the best results be obtained. Success 
or failure of the anesthesia is largely dependent 
upon the preoperative medication, and the evils 
of routine dosage are often responsible for post- 
operative morbidity. 

Some years ago when much attention was being 
paid to the so-called dangers of light anesthesia, 
Gatch and Mann proved conclusively that opera- 
tive shock was often due to an anesthesia deep 
enough to permit, through lowering of muscular 
tone, the determination of blood to the valveless 
veins of the splanchnic area and a consequent 
brain anemia. 

The necessity of maintaining as deep muscular 
relaxation, consistent with safety, as the particu- 
lar surgeon requires, is a problem in every anes- 
thesia and many factors other than the amount of 
the anesthetic agent enter into its solution. 


In certain surgical procedures, such as mastoid- 
ectomies, thyroidectomies, and many orthopedic 
operations, muscular reflexes are not produced by 


* Read before the Anesthesiology Section of the Cali- 
fornia Medical Association at the fifty-ninth annual session 
at Del Monte, April 28 to May 1, 1930. 
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the surgeon’s manipulations and the light anes- 
thesia of gas is sufficient, provided an efficient 
preliminary hypnotic is used. 

Crile, in his work on anoci-association, de- 
scribes local anesthetics as protecting the brain 
from the effects of local operative injury but not 
against destructive psychic strain, while inhala- 
tion anesthetics exclude the psychic stimulation 
of the brain cells, but do not exclude the operative 
stimulation. 


BALANCED ANESTHESIA AND 


OF HYPNOTICS 


SELECTION 


The method of not relying upon one agent to 
produce and maintain surgical narcosis has been 
aptly called balanced anesthesia. 

The selection and combination of hypnotics and 
anesthetics must vary with the individual con- 
dition. 

The use of atropin in combination with mor- 
phin was based on the tradition that still main- 
tains, that being the physiologic antagonist of 
morphin, it provides a safety factor. It stimulates 
respiration, accelerates the heart and increases 
the metabolic rate. This respiratory action is a 
disadvantage in modern gas anesthesia, and now 
that carbon dioxid is available in all well-equipped 
operating rooms, respiratory depression can be 
immediately overcome. 

The giving of atropin in small doses to children 
who are considered to be under the age where 
morphin may be safely administered is to be con- 
demned and, except with deep ether anesthesia, 
its use with morphin is unnecessary. 

Scopolamin, having fallen into disrepute be- 
cause of reports of respiratory depression un- 
doubtedly due to deterioration from age, is again 
proving its value in allaying fear and aiding 
rather than antagonizing the action of morphin 
or pantopon in decreasing muscular irritability 
and has a greater margin of safety than the bar- 
biturates or avertin in that it does not depress 
blood pressure. 

Better results are obtained by giving a full dose 
of 1/200 to 1/100 of a grain of scopolamin three- 
fourths or half an hour before operation, rather 
than in divided doses, beginning an hour and a 
half before, with the dosage modified by the re- 
spiratory rate response. If the rate drops follow- 
ing the first dose, the second is omitted and the 
effect is lost by the time of operation, whereas, 
if the interval is shortened the respiratory de- 
pression, if any, comes during the anesthesia, 
when stimulation with carbon dioxid or ether are 
available. A safe, controllable, respiratory de- 
pressant has long been needed in anesthesia. In 
upper abdominal surgery the hampering of the 
surgeon’s manipulations is as often the result of 
exaggerated respiratory movements as of too light 
anesthesia. Ethylene promised to fill this need, 
hut its depressant effect on respiration is so rapid 
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and deep as to constitute its chief disadvantage, 
and there have probably been more fatalities due 
to this cause than to its explosiveness. 

In order to compare the results of the oral 
administration of sodium amvytal with the intra- 
venous, thirty patients, ranging from ten to sixty- 
eight years, were given it by mouth in doses of 
five to fifteen grains one hour before operation. 
The minimum dose was used as no attempt was 
made to produce anesthesia, the drug being evalu- 
ated as a hypnotic only and nitrous oxid used 
for the anesthesia. The addition of a _ small 
amount of ether was necessary in three cases. 
This series is too small to permit any definite con- 
clusion, but sufficient to show that oral adminis- 
tration is equally efficient and less objectionable, 
from a psychic standpoint, than the intravenous 
method. The possible safeguard of estimating 
dosage by noting blood pressure fall during intra- 
venous administration is not entirely reliable, as 
frequently the drop comes several hours later. In 
all but three patients there was a fall in blood 
pressure of from ten to thirty degrees. One pa- 
tient, with a preoperative systolic pressure of 
ninety, showed no depression during the oper- 
ation, but five hours later had a drop of twenty- 
five degrees with respiratory depression and 
cyanosis which, however, responded promptly to 
ephedrin and caffein. Two patients were difficult 
to control for several hours postoperatively, and 
one exhibited mental confusion for two days. An 
acceleration of the pulse rate was noted in several 
cases which persisted for two or three days, but 
this was not constant and might easily have been 
due to other factors. 

In all but two patients, one of whom had ap- 
parently acquired a tolerance from previous use 
of amytal, sleep supervened in five to ten minutes. 
Four patients received one-eighth to one-fourth 
morphin in addition. It was noticed that there 
was some postoperative nausea in these cases and 
that where morphin was omitted nausea occurred 
in but one patient. 

The conclusions reached from this series was 
that the barbiturates have a definite field as hyp- 
notics; that they compare favorably with the 
combinations of opium derivatives and _ scopo- 
lamin; but that, as the lethal dose in man has 
not yet been determined, their use as anesthetics 
is not safe. 


There has not been as yet a sufficient number 
of cases reported from which to judge the com- 
parative merits of the barbiturate group and tri- 
bromethanol, but a few definite conclusions may 
be made. 

Their hypnotic effect is about the same. There 
are no morbid after-effects in blood or urine ex- 
cretion. Nausea is rare with either drug. Their 
depressant action on respiration is about the same, 
but is not sufficient to be an objection. They both 
depress blood pressure, sodium amytal somewhat 
more than avertin. 
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All of the arguments in favor of their psychic 
value as a preliminary to inhalation anesthesia 
have double force when the anesthesia used is 
spinal. In this form of anesthesia there is a 
greater need to allay the fears of the patient than 
in any other. Finally, the barbiturates have been 
proven to decrease the toxicity of the cocain 
derivatives. 

807 Francisco Street. 


KEINBOCK’S DISEASE* 


COMPRESSION OSTEITIS OF SEMILUNAR OR 
LUNATE BONE OF THE WRIST 


REPORT OF CASES 


By N. Austin Cary, M.D. 
AND 
LEONARD BARNARD, M. D. 
Oakland 


Discussion by H. D. Barnard, M.D., Los Angeles; 
Lionel D. Prince, M.D., San Francisco; Maynard C. 
Harding, M.D., San Diego. 


RADIOGRAPHIC interpretation of an oste- 

itis of the lunate or semilunar bone of the 
wrist joint was made by Keinbock? in 1910. 
Kellogg Speed? in his book published in 1916 
refers to the same lesion of the wrist joint and 
calls it Keinbock’s disease. Speed was of the 
opinion that the condition was a fracture of the 
semilunar with fragmentation rather than a true 
osteitis. 

Mark Rogers * of Boston gave a very excellent 
description of this same condition in 1922, re- 
viewed seven cases reported by Preiser in 1910, 
and five cases reported by Guie in 1916, His ob- 
servation was based upon five cases and called 
special attention to the resemblance the lesion had 
to Kohler’s disease of the tarsal scaphoid and to 
Kummel’s disease of the vertebral bodies. He be- 
lieved the lesion to be an osteitis, the result of a 
trauma. 

Erich Soupe* in 1923 reviewed fifty cases of 
the same lesion, twenty reported by Becker; six- 
teen by Keinbock ; seven by Guie; six by Finister, 
and added one additional case. Ralph Goldsmith ° 
in 1925 added one case and reviewed Soupe’s 
group. R. Fontaine ® in 1925 reported one addi- 
tional case and reviewed a case reported by 
Mueller not previously mentioned by other 
writers. Mueller’s case was later referred to by 
Henderson? in an article on Keinbock’s disease 
in which he added two case reports. Roscoe 
Webb ® reported one case in 1926 and H. D. 
Sonnenschein ® reported a case in 1927. 

In all it would appear that about seventy cases 
have been reported, making it seem that the lesion 
was comparatively rare. It is our contention that 
the occurrence is much greater, but that unrecog- 
nized cases are far greater than the reported. 


ETIOLOGY 
The ratio of incidence, according to Soupe, is 
seven to one in favor of men. The right wrist 


* Accepted for publication, August 16, 1929. 
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is involved two and one-half times as frequently 
as the left. The lesion has never been observed 
in children or in advanced age, but is confined to 
the third and fourth decades. The laboring class 
furnish the majority of the afflicted. 

A fall upon the dorsiflexed wrist is given as 
the most common etiological factor. Repeated 
minor trauma may also incite the disease. Our 
observations show a single trauma that suddenly 
forces the wrist joint into dorsiflexion. 

The majority of writers agree there are three 
distinct forms with relation to etiology: 


(a) Anatomical, due to abnormal pressure lines from 
anatomical anomalies. No case reports were given 
in any of the reviews which demonstrated this form. 

(b) Occupational, due to repeated minor traumata. 

(c) Traumatic, due to a single violent injury. The 
greater number of cases fall into this class, the mech- 
anism usually being an avulsive movement which 
forces the wrist joint into dorsiflexion, producing a 
momentary volar dislocation of the lunate bone, ac- 
companied by an avulsion of the dorsal ligamentous 
attachments holding the principal blood supply and 
followed by a spontaneous reduction at once or within 
a short time following the accident. The nutrition of 
the bone is interfered with either by direct severance 
or an ischemic result from torsion, traction, and 
pressure. 


SYMPTOMS 


The symptoms and mode of onset, it can be 
seen, will vary greatly with the type of etiology 
responsible. In the first two groups the develop- 
ment is insidious, while in the traumatic form the 
symptoms at the time of injury may be mild or 
severe. Pain in the wrist joint is the principal 
symptom and may last from a few hours to 
several days. Moderate swelling about the joint 
generally follows the accident and may very 
rapidly subside. Loss of function is dependent 
upon the amount of pain and swelling present. 
In practically all cases the acute symptoms sub- 
side in from one to fourteen days, leaving only a 
lame soreness on forced movements. 

The late symptoms appear in from one to nine 
months after the original injury in the traumatic 
group. No definite time of late symptoms can 
be given in the first two groups. Lameness, pain 
and soreness on jarring or forced movements are 
the principal complaints, with swelling over the 
dorsal surface of the wrist joint distal to the 
annular ligament—the amount depending greatly 
on the amount of usage. Minor repeated trau- 
mata greatly aggravate the traumatic form at this 
stage. Rest will relieve all symptoms temporarily, 
but they recur upon the resumption of activity. 
Localized tenderness, directly over the carpus in- 
volved, is the most persistent physical finding. All 
movements are decreased over the normal, espe- 
cially dorsiflexion and forced movements beyond 
certain limits produce pain in the wrist joint. 


X-RAY FINDINGS 
The x-ray findings are very characteristic and 
are the principal factor in making a diagnosis. 
The lunate or semilunar bone shows a marked 
compression, seen best in a lateral view of the 





KEINBOCK’S DISEASE—CARY-BARNARD 37 


wrist joint. The size of the bone is reduced from 
one to two-thirds its normal; the anteroposterior 
measurement is decreased and the body flattened. 

Late in the disease there is absorption or de- 
calcification, giving the appearance of multiple 
fragments which may lead to the diagnosis of 
fracture with nonunion of fragments. The nor- 
mal space occupied by the lunate bone becomes 
reduced in size. As the collapse due to softening 
occurs, the neighboring bones move in to close 
the area. The picture at this stage is very sug- 
gestive of a Kohler’s disease of the tarsal 
scaphoid. 

TREATMENT 


Reviewing the various comments in the re- 
ported cases on the methods of treatment, one 
arrives at the conclusion that surgical removal 
has given the best results. Mueller in his case 
curetted out the softened cancellous portion of 
the lunate bone, leaving the cortex as a shell. He 
reports a good functional result. Henderson ad- 
vises a conservative plan of rest by splinting 
and expectancy, believing a functional wrist will 
eventually result. 

In the early cases giving a typical history and 
physical finding with negative x-ray, Goldsmith 
advises immobilization from four to eight weeks, 
with dorsovolar pressure, traction being applied 
to the great finger to minimize the physiological 
pressure upon the carpus. 

In the later cases, showing compression with 
persistent symptoms, surgical removal is the 
method of choice. Sonnenschein used rest and 
physical therapy measures for six weeks without 
relief of symptoms in his patient. Ostectomy was 
then done of the entire bone. His patient was able 
to return to work six weeks after operation. He 
does not state, however, the type of work. Our 
experience would not permit heavy normal labor 
in so short a time. 

OPERATION 


The operation of choice is a volar approach to 
the carpal bone. A longitudinal incision about 
two inches long is made directly over the lunate 
bone, which divides the skin and subcutaneous 
tissues. By careful blunt dissection, the tendons 
are separated without opening the sheaths and 
retracted laterally; the median nerve is to be 
avoided and retracted laterally. The anterior or 
volar ligament is then divided as far upward as 
required for good exposure and by blunt dis- 
section all tissues are freed from the volar sur- 
face of the bone. The lunate bone is recognized, 
care being taken to identify the carpus to be re- 
moved, The bone shell is thin, an oily fat fluid 
can be expressed from the bone, the appearance 
is decidedly darker than the normal carpus—the 
size smaller and quite friable. The bone is then 
rolled out sufficiently to permit its dorsal attach- 
ments to be divided. Closure is made in two 


layers, first uniting the cut volar ligaments. The 
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Fig. 1 1 


Drawing from x-ray of Case 1. 
entire bone 


Anteroposterior view 
and compression of the 


tendons and median nerves are allowed to drop 
into place and the skin and subcutaneous tissue 
No splinting is used. Dressings are se- 
cured in place with a crépe-paper bandage. Early 
movement is instituted. 


closed. 


Four to eight weeks are required for subsidence 
of symptoms, although some cases were reported 
There 
were no failures reported from the surgical cases, 
no reports were made on the eventual 
sults on the nonsurgical. 


as working in six weeks after surgery. 


while 


REPORT OF CASES 


observed 
of having 
while un- 
pain was 


Case 1.—Mr. R., age twenty-eight years, 
May 1, 1926, truck driver. Gave a history 
the right wrist joint forcibly dorsiflexed 
loading a heavy piece of machinery. Severe 
experienced immedi- 


ately in the wrist 
joint. Swelling soon 
followed; he was un- 


able to continue with 
his work and was re 
ferred to the com- 
pany industrial sur- 
geon for treatment. 
Roentgen rays of the 
joint were negative 
for fracture or dislo- 
cation. A diagnosis 
of sprained wrist was 
made and supportive 
treatment instituted. 
After three months 
of rest and physical 
therapy measures, 
consisting of radiant 
heat and massage, 
also active and pas- 
sive movement, his 
symptoms were 
greatly improved, but 
never to the point 
that he could resume 
his duties because 





Fig. 3 


AND WESTERN 





Shows 
when compared with the 


Lateral views in Cases 1 and 2. 
compared with the 


MEDICINE Vol. XXXIV, No. 1 





forced movements 
always caused pain. 
Point tenderness was 
present over the car- 
pal bones. Roentgen 
rays were again made 
and a diagnosis of 
arthritis of the wrist 
joint made; decalcifi- 
cation of all bones of 
the wrist joint was 
shown. Tuberculosis 
of the lunate bone 
was advanced and 
immobilization was 
again instituted. 
Patient was first 
observed by us _ s1x 
months after injury. 
His general physical 


examination was eX 
cellent. The Wasser 
mann, Von Pirquet 


and Koch old tuber- 
culin tests were neg 
ative. Anx-ray exam- 
ination of his chest 
was negative for old 
or new tubercular le- 


Fig. 2 


changes in lunate 


normal 


atrophic 


sions. The right wrist 
joint was normal in 
appearance; movements reduced about one-half the 
normal left. The grip was very poor. Flexion of 


the fingers was limited, the tips of the fingers falling 
one-half inch from the mid-palm; this we attributed 
to a myofascitis due to his long immobilization. 
There was point tenderness present to both volar 
and dorsal compression over the carpus. Roentgen 
ray graphs of both wrists showed the right lunate 
bone markedly compressed. (See Figs. 1 and 2.) 

A diagnosis of osteitis of the semilunar 
made under the special classification of 
disease, and surgical removal advised. 

The differential diagnosis in this case between in 
fectious arthritis, tuberculosis of the lunate bone, and 
Keinbock’s disease, based upon general experience, 
was not difficult. In tuberculosis of bone the primary 
lesion would require a longer time for development, 
at least nine months being required for foci of tuber- 
culosis to progress so far in a bone. In arthritis the 


bone was 


Keinbock’s 


changes would be more general, involving more than 
one bone. 
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Show atrophic compression elongation of the lunate wher 


normal of the same patient. 
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Fig. 6 


Drawing of x-ray made after removal 
of lunate, Note that the space so left 
has been gradually obliterated. 


his was our first case under this diagnosis, and 
operation was planned as in removal of a fractured 
semilunar. The approach was through the dorsal in- 
cision directly over the bone, the tendons were care- 
fully retracted and the dorsal ligaments incised to the 
bone. After considerable dissection with a sharp 
periosteal elevator, we were unable to locate any bone 
which appeared damaged. The field was extended, 
exposing the entire scaphoid and most of the os mag- 
num and cunieform, but the lunate could not be 
located. Placing retractors between the scaphoid and 
cunieform, an opening was made at the bottom of 
which lay the lunate bone; retraction was increased, 
the bone grasped with forceps, which collapsed under 
the slightest pressure, requiring the removal in sec- 
tions. The cavity was flushed with warm normal salt 
solution and wiped dry with cotton pledgets. The 
wound was closed in two layers, one deep and the 
other of skin and superficial fascia. Healing was un- 
eventful. Six months was required before this patient 
could be induced to work. Pain had been completely 
relieved, but function was not complete and he ques 
tioned his compensation status if he went to work 
too soon. On last observation, one year after sur 
gery, he was free from pain and working. Palmar 
flexion was slightly less than the normal left. 


7 7 7? 


Case 2.—Mr. B., age forty-three years, carpenter, 
came under observation in April 1928. He gave a his 
tory of having the right wrist forcibly dorsiflexed 
eight months previous while handling a heavy timber. 
Sudden intense pain in the wrist joint was felt. The 
pain gradually subsided in about an hour. There was 
limitation in movement, in fact he experienced a cer- 
tain amount of relief by manipulation. A throbbing 
was present when he stopped movement. He con 
tinued with his work for two weeks. 

Because of a continued soreness on movement, he 
consulted his industrial surgeon, who advised im- 
mobilization. A bandage was applied; this method of 
treatment was continued for six weeks with but 
moderate relief. He was advised that absolute rest 
would be required. This he refused, as his work was 
now light and his symptoms no worse. No x-rays 
were made on the case. Four weeks before we ob- 
served him and seven months after injury, swelling 
developed over the dorsum of the wrist joint, at the 
distal end of the radius and distal to the annular liga- 
ment. Pain had grown worse under heavy lifting. 

On observation there was a moderate swelling 
present, as above described. His movements in the 
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right wrist joint were reduced one-half the normal 
left. Point tenderness was present over the lunate 
bone, both dorsal and volar. He complained of pain 
on all forced movements of the wrist joint and upon 
grasping firmly or lifting. His general physical ex- 
amination was negative, also his laboratory tests. 

An x-ray examination was made in anteroposterior 
and lateral positions. The lunate bone was reduced in 
size, below the normal. The opposite wrist was 
x-rayed for comparison (see Figs. 2, 3, and 4). In 
the lateral view (see Figs. 3 and 4) the bone was seen 
to be markedly compressed; the anteroposterior men- 
surations increased and areas of decalcification were 
present, giving the appearance of multiple fragments, 
especially upon the volar side. 

Surgical removal was advised, but patient requested 
that nonsurgical methods be tried first. A leather cuff 
support was provided with a thumb strap to hold the 
appliance in position, Diathermy to the wrist joint 
by the direct method was given daily for two weeks, 
followed by every other day for a like period. Com- 
plete relief of pain and subsidence of swelling was 
obtained by this treatment. 

Reviewing the dates in this case, I find his injury 
occurred October 6, 1927. Symptoms were present 
to April 19, 1928, when we first observed him, and 
worse four weeks preceding our observation. Fix- 
ation and physical therapy measures were instituted 
on May 1, 1928, with marked relief of all symptoms 
in thirty days. This method of treatment was con- 
tinued for two and one-half months, when a maximum 
of improvement was apparently reached—movement 
was limited; pain was produced on forced flexion 
extension; swelling had subsided; he was unable to 
work. Operation was agreed upon and done on 
July 25, 1928. Physical therapy measures were again 
instituted on August 20, 1928, and continued three 
months. He returned to light duty on August 20, 
1928 (no heavy work), four weeks postoperative and 
to full duty on November 1, 1928. 

Our report of November 24, 1928, is as follows: 

“Since operation patient has complained of a dis- 
turbance in sensation in the thumb, index and ring 
fingers of the operated hand, explaining that he was 
unable to tell when he had a small object, like a coin 
or his watch ring, between his fingers and thumb. 
‘There was no evidence of deformity or disability inci- 
dent to movement and function in the fingers. Move- 
ments of the wrist joint were reduced one-half the 
normal left.” 

On observation, January 31, 1929, sensation had 
returned to the extent that he could distinguish small 
objects with the index finger and to a much less degree 
with the thumb. His ability to flex and extend the 
wrist showed a material improvement over our last 
report, being approximately four-fifths the normal. 

Our last observation of this patient, April 1, 1929, 
showed complete return of sensation, with no addi- 
tional improvement in movement. Fig. 6 shows the 
present appearance of the bones of the wrist joint. 

2939 Summit Street. 
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DISCUSSION 


H. D. Barnarp, M.D. (2417 South Hope Street, 
Los Angeles).—I quite agree with the author that 
this condition is frequently overlooked. The figures 
of the reported cases do not allow of a proper esti- 
mation of the frequency of occurrence although the 
condition is comparatively rare. I am inclined to favor 
the fracture element from an etiological standpoint; 
the trauma in the very few cases I have seen being 
relatively severe, one case having resulted from a golf- 
club swing. The volar approach is preferable in surgi- 
cal removal procedures. Pain is liable to persist over 
a long period after surgical removal and a decided 
weakness is quite likely to be permanent. One patient 
operated upon early in 1928 estimates the strength of 
the wrist at 50 per cent of previous strength and his 
judgment is not influenced by any element of com- 
pensation. xe 


Lione. D. Prince, M.D. (490 Post Street, San 
Francisco).—I agree with Doctor Cary that Kein- 
bock’s disease, which is a chronic, slowly pro- 
gressive osteitis of the semilunar bone of the 
wrist, occurs much more frequently than the liter- 
ature would indicate. It is always fallacious to 
judge the frequency of a condition of this type on 
the basis of literature alone, as the majority of cases 
that are observed are not reported. Personally, I 
have had two cases, both typical clinically and radio- 
logically in every way. In both cases there was a 
history of trauma of rather severe nature. 

In one case the injury occurred about fifteen years 
prior to the time when the patient came under my 
observation. He had received a severe injury to the 
wrist, the exact nature of which could not be deter- 
mined. He was under medical observation for a long 
period of time. Over a year elapsed before the man 
regained the use of his hand and wrist. From a clini- 
cal point of view he eventually recovered and when he 
was seen by me he gave the history of recent symp- 
toms arising from a sprain sustained a few weeks pre- 
viously, X-ray graphs showed a partially dislocated 
semilunar bone, which was cystic and distorted. Ex- 
cision of the bone resulted in a complete cure. 

I believe that the disease is primarily circulatory 
in origin, the normal blood supply of the bone having 
been disturbed as the result of traumatization, with 
resultant disintegration and fragmentation of the 
bone. Excision of the bone is to be advised in all 
cases where painful symptoms persist, the procedure 
being very simple through the volar approach. 

In the first case which came under my care, a cer- 
tain amount of disability was permanent even after 
the diseased bone had been removed. This I attribute 
to the fact that the patient had sustained a fracture 
of the scaphoid and there was unquestionably other 
damage to the wrist joint besides that which was 
visible radiologically. x 


Maynarp C. Harpinc, M. D. (700 Electric Building, 
San Diego).—I have never considered this a separate 
disease entity but only a typical response to loss of 
blood supply. All of the cases I have seen have had 
a severe trauma. The results of removal have not 
been very satisfactory. Those cases in which other 
inflammatory changes have been present, such as 
spurs, adhesions, and pannus, have not been helped 
much by operation. 

It is important in industrial surgery to give a 
guarded prognosis, as many of these cases will never 
be able to do hard labor again. 

® 

Doctors Cary AND Barnarp (Closing).—Our last ob- 
servation on Case 2, made on April 1, 1930, showed 
flexion extension to be approximately four-fifths the 
normal, grip normal, with a complaint of pain on 
forced rotation, such as is encountered in using a 
screw driver. Patient made no other complaints. 

We believe that complete removal of the affected 
bone is necessary for relief of symptoms, and that 
eventual recovery can be expected, though a long 
period of partial disability must be anticipated. 
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THE DETERMINATION OF ERYTHROCYTE 
MEASUREMENTS—CLINICAL SIGNIFI- 
CANCE OF A NEW, SIMPLE 
METHOD* 


REPORT OF CASE 


By GARNETT CHENEY, M. D. 
San Francisco 


Discussion by W. T. Cummins, M.D., San Francisco; 


E,. M. Hall, M.D., Los Angeles; H. A. Wyckoff, M.D., 
San Francisco. 


XTENSIVE studies of erythrocyte morphol- 

ogy have established the importance of meas- 
uring the diameter of red blood corpuscles. Their 
size is fairly constant in normal individuals, but 
they may show characteristic changes in several 
diseases which produce an abnormal blood pic- 
ture. In a few diseases such changes are suffi- 
ciently constant and striking to be of diagnostic 
significance. However, the methods usually em- 
ployed have been so laborious that they have not 
come into widespread use. Consequently an inti- 
mate knowledge of the subject has been more 
or less confined to those medical centers which 


carry on extensive investigations of the blood 
dyscrasias. 


Eve’s halometer* for measuring the average 
mean diameter of erythrocytes is so simple an 
instrument that, if it is proved accurate for gen- 
eral clinical use, measurements of the red blood 
cells may be included in routine examinations of 
the blood, and the information so obtainable will 
be familiar to all who practice medicine. Three 
hundred blood films from some two hundred dif- 
ferent cases have been measured by Eve’s method, 
and the results compared with those of other 
investigators using the already well-established 
methods. The findings have been grouped accord- 
ing to the relative importance of the disorders in 
which they occur. 


Historical—Two methods of measuring the 
size of erythrocytes have been in use some years. 
The original method was the use of the microme- 
ter to measure the diameters of the cells by direct 


observation. Each cell, one after the other, is 
brought into focus under the microscope and 
measured. Usually two hundred cells are ex- 
amined. Price-Jones* has developed a different 
procedure. The images of the cells are projected 
and drawn. The tracings of two hundred to five 
hundred cells are carefully measured and _ the 
diameters of the cells calculated. Such a blood 
examination occupies about four hours’ time. 

In 1924 Pijper® described the eriometer. A 
blood film is used as a diffraction grating, and the 
colored haloes so formed bear a constant relation- 
ship to the size of the red cells. Only the mean 
diameter can be obtained by this method, but this 
may be from over one million cells. It is interest- 


* From the Stanford University Medical Service at the 


San Francisco County Hospital and the Laguna Honda 
Home. 


*Read before the Pathology and bacteriology Section 
of the California Medical Association at the fifty-ninth 
annual session at Del Monte, April 28 to May 1, 1930. 
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ing to note that one hundred and seven years ago 
Thomas Young * used an eriometer which he dis- 
cussed in some detail. He measured a great num- 
ber of objects, including the blood corpuscles of 
animals and of man. This was apparently for- 
gotten for nearly a century. 


The Halometer.—In 1928 Eve® adapted the 
same principles to his halometer, and made the 
method available for general use. An ordinary 
stained or unstained blood film is used. Ilumi- 
nation is obtained from an electric bulb and bat- 
tery contained within the box. The slide is 
clamped over a small hole in one end. Mirrors 
are so placed within the box that two haloes are 
produced. When the red margins of these two 
haloes are brought together by means of a sliding 
scale so that they are just touching, the angular 
magnitude is recorded in degrees. This is readily 
transposed into microns from a table. This gives 
the mean diameter of all the cells included within 
the beam of light, which is the only measurement 
dealt with in this paper. The average is of sev- 
eral thousand cells, and a series of three readings 
takes about one minute. 

It has been shown that the diameters of ery- 
throcytes, both fresh and dry, are essentially the 
same.® A section of the film must be chosen 
where the cells do not overlap and where they 
are not crenated. Oil on the film interferes with 
the observations. In a case of leukemia when 
there is a marked increase in the number of large 
white blood corpuscles, it must be remembered 
that these cells are included with the red cells, 
giving an abnormally high reading. Marked ani- 
socytosis will produce very irregular haloes which 
may be difficult to approximate accurately. Practi- 
cally the same blood film used for the differential 
count has nearly always proved quite satisfactory. 
An average of three readings from different parts 
of the film are taken, the limit of error being 
about one-tenth of one micron. 


Disorders producing changes in erythrocyte 
morphology are usually grouped according to 
whether large, normal, or small-sized corpuscles 
predominate. I have arbitrarily grouped the dis- 
orders relative to their seeming importance in 
medical practice, giving scant attention to a va- 
riety of conditions in which variations in morph- 
ology occasionally occur and are of no proved 
practical value at present. 


Normal Erythrocyies—The mean diameter for 
normal erythrocytes has not yet been agreed upon. 
Jorgensen and Warburg’ have recently pointed 
out the difficulties involved. The usual normal 
figure varies between 7.2 and 7.7 microns. Many 
observers accept 7.5 microns, although there is 
considerable evidence that the figure is nearer 
7.2 microns. Von Boros ® states that if the aver- 
age size of the cells is less than 7.0 microns the 
condition should be classed as a microcytosis, and 
if it is greater than 8.0 microns it should be 
classed as a macrocytosis. In other words, cell 
averages that are not between 6.9 and 8.1 microns 
are abnormal. This is generally true although 
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TABLE 1.—Erythrocyte Morphology in Normal Blood 
Counts Compared to Those of the Anemias 


Mean 
Diameter 
ak. B.C. 


No. of 
Cases 


Limits of 
Variation 


‘Normal blood 


6.8 microns to 
counts 100 


7.4 microns 8.0 microns 


Secondary 
anemia 


6.7 microns to 
(all types) 


7.2 microns 8.3 microns 


Addison's 
anemia 

Untreated 

Treated with 
liver (normal 
blood counts) 


8.3 microns to 
8.6 microns 9.0 microns 
7.4 microns to 


7.8 microns 8.1 microns 





there are occasional border-line cases. Young 
children have slightly smaller red cells than 
adults.® Sex and race have no influence on the 
size of the blood cells. 

Blood films have been examined with the hal- 
ometer in one hundred cases in which there was 
no evidence of any abnormal condition of the 
blood. The average reading for these normal ery- 
throcytes is 7.4 microns by this method. The 
figures ranged from 6.8 to 8.0 microns (Table 1). 
Only four per cent were below 7.0 microns and 
only three per cent were 8.0 microns. It may be 
concluded, then, that the halometer is sufficiently 
accurate for general clinical use, as the average 
figure of 7.4 microns compares favorably with 
those determined by other methods. 


Secondary Anemias.—Most secondary anemias 
show normal average red blood cell diameters, 
but with a greater variation from the normal. 
Gram '° in a small series of cases gives the normal 
average as 7.5 microns. Measurements of fifty 
cases by the halometer showed an average of 
7.2 microns. The figures ranged from 6.7 to 8.3 
microns (Table 1). Ten per cent showed micro- 
cytosis, while eight per cent showed macrocytosis. 
These figures show a tendency toward a slight 
decrease in size in red blood cells for a mis- 
cellaneous group of cases of secondary anemia. 


Primary Types of Anemia——The morphology 
of the erythrocytes is of the greatest value in the 
diagnosis and treatment of Addison’s anemia. 
Macrocytosis is very constant and is of more im- 
portance than the gastric achlorhydria, because 
when it is present to a marked degree it is patho- 
gnomonic of this condition, or of the allied con- 
ditions of subacute combined sclerosis of the 
spinal cord, and sprue. Practically all untreated 
cases with anemia show cells with a mean diame- 
ter greater than 8.0 microns. Von Boros® has 
thoroughly reviewed erythrocyte morphology in 
so-called primary anemia, and presents measure- 
ments in a large group of cases. Cases in the pre- 
anemic stage with normal hemoglobin and red cell 
counts, and cases in remission also with normal 
counts usually still show a macrocytosis, which 
is often pronounced. Consequently cases may be 
detected by measurements of the erythrocytes be- 
fore anemia sets in. Just how long is not known. 
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Figure 1. 


When a case is in remission the cells tend to get 
smaller, reaching a normal high range in perhaps 
one-half the cases. Only rarely does the average 
come down to 7.4 microns. When the cells are 
very large the disease runs a more favorable 
course than when the cells are not much increased 
in size.® 

Twenty-three cases of Addison’s anemia have 
been studied by means of the halometer. Fifteen 
untreated cases showed an average diameter of 
8.6 microns; the readings varying from 8.3 to 
9.0 microns, except for one case with a reading 
of 7.9 microns (Table 1). In eleven cases with 
normal blaod counts which had received treat- 
ment with liver, the average was only 7.8 microns ; 
the variation being between 7.4 and 8.1 microns. 

These figures demonstrate three points very 
clearly: (1) All untreated cases were character- 
ized by a marked macrocytosis, with only one 
exception when only a moderate increase in size 
was found. This is in marked contrast to normal 
individuals and to those with secondary anemia, 
although the moderate macrocytosis in a few cases 
of secondary anemia overlaps the few cases of 
primary anemia, showing only a slight increase 
in red cell diameter. (2) Those cases treated with 
liver have erythrocytes which are much smaller 
on the average than those untreated. (3) After 
treatment the red blood cells may actually reach 
a normal size, but in no instance are they smaller 
than the average normal. A case, then, treated or 
untreated, which shows microcytosis cannot be a 
case of primary anemia. 

The relationships between the degree of an- 
emia, the average diameter of the erythrocytes 
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and liver therapy are depicted graphically in 
Figure 1 and Figure 2. (1 am indebted to Dr. 
H. A. Wyckoff and Dr. A. L. Bloomfield for 
a considerable part of the data presented in 
Figure 2.) 

Fitzhugh and Persons?! have shown that to- 
ward the end of the first week after starting 
adequate liver therapy in a case of Addison’s 
anemia the red cells, both adult and reticulated, 
are considerably reduced in diameter. This paral- 
lels the increase in the per cent of reticulocytes. 
When they are at a maximum the erythrocyte 
diameter approaches the normal range. Also as 
the reticulocytes become reduced during the sec- 
ond week, macrocytosis becomes marked again, 
to be gradually reduced during subsequent weeks. 
This phenomenon was readily detected by the 
halometer readings, as may be seen in Figure 2. 

Subacute combined sclerosis of the spinal cord, 
with or without anemia, always shows the same 
characteristic macrocytosis that occurs in Addi- 
son’s anemia. The following case is a striking 
example of the importance of this point. 


REPORT OF CASE 


A woman of fifty-two slipped and fell down while 
doing housecleaning work and struck her lower back 
She claimed to have been quite well previously. Sub 
sequent to the accident she lost her balance frequently 
and had stiffness, numbness and contractures of the 
legs. She was unable to work and claimed industrial 
insurance. Examination failed to reveal any injury to 
the spine, but there were neurological changes in the 
lower limbs suggesting subacute combined sclerosis. 
There was no anemia, but gastric analysis revealed 
an absence of free HCl. A halometer reading of her 
erythrocytes was 8.6 microns. As such a macrocyto- 
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Figure 3. 


sis does not occur normally, the diagnosis of sub- 
acute combined sclerosis was established and it was 
assumed that she fell down and had her complaints 
because of the preéxisting disease. 

‘The same characteristic macrocytosis occurs in 
both sprue,'* and in those harboring the fish tape- 
worm,” whether anemia is present or not. ‘There 
are no such cases in this series. 

Erythrocyte Morphology in Other Conditions. 
Red blood cell measurements are of real value in 
the diagnosis of familial and acquired hemolytic 
jaundice. Microcytosis is a constant finding in 
the inherited cases, and is usually present in the 
acquired ones. It is as characteristic as the in- 
creased fragility. This is in marked contrast to 
other types of jaundice which show a tendency 
toward macrocytosis, although the erythrocytes 
are usually within normal limits, and practically 
never show microcytosis. ‘There has been no op- 
portunity to study this rare disease by means of 
the halometer. 

Measurements of the erythrocytes are of con- 
siderable value in several conditions in which 
they may be helpful in differential diagnosis. ‘The 
type of secondary anemia which most commonly 
produces cells slightly above normal size is that 
following hemorrhage. Consequently a__ slight 
macrocytosis in a case with a low color index 
suggests bleeding as the cause. However, there 
are other types of anemias which may rarely show 
this same tendency. Such cases may be confused 
with primary anemia. Septic infections are likely 
to produce a microcytosis, 

In primary erythrocytosis or polycythemia vera, 
normal values are the rule, but about five per 
cent have a pronounced microcytosis. Figure 3 
shows the remarkable changes in size of the red 
cells in a case treated with phenylhydrazin. Co- 
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incident with the hemolysis and fall in the red 
count the cells grow larger and larger and ap- 
proach the proportions of those in primary an- 
emia. When the effect of the drug is over the 
cells return to their previous size. In secondary 
erythrocytosis the red cells are normal, or even 
large. There is a tendency toward macrocytosis 
in malaria, probably due to the same mechanism 
as in the case represented in Figure 3. 

A great deal has been written in the foreign 
literature on the value of macrocytosis in the 
diagnosis of chronic interstitial pancreatitis.'* 
It also occurs in cases of cancer of the pancreas, 
as such a change was found in two cases in this 
series. Macrocytosis is also fairly common in cir- 
rhosis of the liver, though never to a very marked 
degree. Diabetics show no definite changes in the 
red cells. 

Measurements of the mean diameter of the red 
cells are of very doubtful value in endocrine dis- 
orders, leukemia, aplastic anemia, agranulocytosis, 
bone metastases from malignant tumors and in- 
fantalism, although certain inconstant changes 
have been reported in these disorders. 

CONCLUSIONS 

1. The halometer measures the mean diameter 
of erythrocytes sufficiently accurately to meet all 
practical purposes. 

The determination of the average size of the 
red blood cells is essential to the investigation of 
Addison’s anemia, as a marked macro- 
cytosis may in itself be diagnostic of the condition. 


a case of 


3. A study of the morphology of the erythro- 
cytes is important in the diagnosis and treatment 
of many disorders of the hematopoietic system. 

4. The facility with which the halometer can 
be used should stimulate a more general study of 
erythrocyte morphology and bring a better under- 
standing of this important subject into the general 
practice of medicine. 

210 Post Street. 
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DISCUSSION 


W. T. Cummins, M.D. (Southern Pacific Hospital, 
San Francisco).—An accurate and practical method 
of determining erythrocytic measurements is obvi- 
ously highly desirable. The diameters of normal cells 
vary and there is no unanimity as to the average. 
Although the discusser has had no direct contact with 
Eve’s halometer, he believes that the apparatus is the 
most practicable and, if proved to be accurate, it is 
probably the best that has been devised. Results 
would seem to justify the thought that its chief 
practical value lies in the early differentiation of the 
primary from the secondary anemias and with the 
reticulocytic counts also in the measuring of liver 
therapy. Pernicious anemia seems to confront us at 
almost every turn, and an early diagnosis is much 
more desirable than a late one. The technique should 
be of value to us in those cases also in which reduc- 
tion of hemoglobin and erythrocytes has been well 
marked for some period of time and repeated exami- 
nations of blood films have failed to establish clearly 
a diagnosis. Doctor Cheney has made a large number 
of determinations and has presented the topic con- 
cisely and well. More investigators and extensive in- 
vestigations must settle the problem, 


me 


E. M. Hatt, M.D. (School of Medicine, University 
of Southern California, Los Angeles).—So numerous 
have the clinical laboratory procedures become in the 
past few decades that any proposed addition to this 
number must be rigidly examined before adoption as 
a standard procedure. Whether or not the measure- 
ment of erythrocyte diameters is of sufficient diag- 
nostic value in certain diseases of the blood to merit 
its adoption as a routine test appears to be the ques- 
tion demanding solution. 

According to Doctor Cheney, the test is now simpli- 
fied by the use of Eve’s halometer so that it is quickly 
and easily done and apparently with considerable 
accuracy. Its greatest use will, no doubt, be in the 
differentiation of pernicious anemia from other types 
of anemia. Although pernicious anemia produces a 


well-defined syndrome which manifests itself in the 
well-known changes in the skin, tongue, stomach, 
blood, and in the central nervous system, none of 


these changes are pathognomonic. If macrocytosis is 
pathognomonic of pernicious anemia and if, as is 
claimed by Eve, Price-Jones, and others, it is present 
before there is any well-defined anemia and before 
the characteristic blood or spinal cord changes are 
manifest, then the test would seem to be a justifiable 
addition to our laboratory methods. Variation in size 
of red cells is probably just as important as increase 
in average size. I have had no personal experience 
with the halometer. Further investigation along the 
lines Doctor Cheney has followed would seem to be 


desirable. 
» 


o 


A. Wyckorr, M.D. (Stanford School of Medi- 
cine, San Franci so far devised, for 
measuring the diameter of red cells have been too 
laborious and time-consuming to admit of wide appli- 
cation, and it seems reasonable to expect that the 
advent of a relatively simple method will provide a 
useful addition to hematology. 

Information as to interpretation and reliability of 
observations with the halometer can, of course, be 
obtained only by actual use, and Doctor Cheney’s 
paper is a valuable contribution to this information. 


A very limited experience with the halometer but 
a rather extensive observation of the kind of smears 
some workers seem to regard as acceptable for blood 
study leads me to expect that halometer readings will 
not prove trustworthy except in the hands of those 
willing to exercise care in the selection of suitable 
smears. I also suspect that a wider experience with 
the instrument will reveal sharper limitations in its 
use than we may at present realize. 
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DERMATOLOGICAL NEUROSIS* 
REPORT OF CASE 


By C. Ray Lounsserry, M. D. 
San Diego 
Discussion by Samuel Ayres, Jr.. M.D., Los Angeles; 


H. C. L. Lindsay, M.D., Pasadena; Merlin T. R. May- 
nard, M.D., San Jose. 


BNORMAL mental states have been produced 

many times by abnormal dermatological con- 
ditions. This fact is especially true if “the indi- 
vidual has a hereditary stigmata of mental disease 
in the family. Such functional disorders of the 
nervous system are not dependent upon any dis- 
coverable lesion of the brain or spinal cord or 
peripheral nervous system. The patients, how- 
ever, have practic: ily all the neurotic symptoms 
of a definitely diagnosed mental case. The con- 
stant stimulation of the peripheral nervous sys- 
tem bombarding the internal nervous mechanism 
produces exaggerated responses in the form of 
hypersubjective sensations. 


SKIN AND CONSTITUTIONAL CONDITIONS 


We often see mental patients who trace their 
etiology directly to some neurosyphilitic condi- 
tion, and associated therewith we have cardio- 
vascular and renal diseases. Such lesions are 
sasily understood. Ofttimes, however, we get all 
of the neurosyphilitic symptoms with a negative 
luetic history; then we have a different problem 
to deal with. In our search for etiological factors 
which may help us understand these conditions, 
as modern dermatologists we must not forget that 
the skin is a system which is not isolated from 
the rest of the body; thus, mental states may pro- 
duce abnormal skin sensations, and vice versa. 
This thought was brought out clearly by Eller 
when he stated in the May number of the Medical 
Journal and Record: “Distributed in the skin are 
nerve fibers which receive sensations of pain, 
temperature, and touch. The body adapts itself 
to changes in its environment as a result of re- 
flexes originating in these terminal receptors. 
The skin, therefore, may be looked upon as an 
organ of importance which is constantly under 
the control of the central nervous system.” 

We know from our study of neurological litera- 
ture that one of the most important factors in 
the etiology of the dementia praecox group of 
mental diseases is heredity. Wolfsohn, in his an- 
alysis of 2215 admissions at Bergholzi Asylum in 
Zurich, found that 90 per cent of his patients 
showed hereditary stigmata, while 10 per cent 
showed other causes which included nervous dis- 
eases as well as other organic troubles. The cata- 
tonic forms were influenced mostly by this dis- 
covery, while the combination of the hebephrenic 
and catatonic groups were influenced also. 


REPORT OF CASE 
As the condition from day to day of the patient 


here reported was observed, the symptoms of a de- 





* Read before the Dermatology and Syphilology Section 
of the California Medical Association at the fifty-ninth 
annual session at Del Monte, April 28 to May 1, 1930. 
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mentia praecox of the manic-depressant type were 
increasingly evident. She apparently had developed 
an associational disturbance which was manifested by 
a splitting of her personality. However, these symp- 
toms were. not always present because she seemed 
perfectly lucid in her thoughts and actions at times. 
Often her mental reactions would take her far away 
from actualities—into a beautiful land of dreams and 
she would imagine that she had the most perfect skin 
in the world, an idea which was in harmony with her 
beautiful gowns. 


Her emotional reactions were those of a typical 
manic-depressant form of dementia praecox. She 
would withdraw from reality and lacked interest in 
her home, her family, and her friends. She constantly 
had signs of disturbed orientation and her memory 
was disordered. Prior to her acute attack she was a 
profound thinker with a fine memory. Of course her 
lack of interest and attention at the time of her ill- 
ness could have produced disturbances in memory and 
orientation. She had delusions, mistaken convictions 
which manifested themselves in the thought that she 
was grand and beautiful. She constantly had halluci- 
nations and illusions and at times she went into a 
catatonic state of stuporous rigidity; thus, she com- 
bined the hebephrenic form with the catatonic phase 
of the disease. She had the physical symptoms of a 
dementia praecox and at times would have circula- 
tory-cardiac respiratory as well as vasomotor symp- 


toms. One time during an acute attack she had a 
typical convulsive seizure, hysteriform in nature. Her 
perceptions were perverted and misinterpreted. For 


example, the tiles on the hearth curled up and _ as- 
sumed physical forms, becoming animated objects 
which walked to her. 


Depression was interrupted by periods of extreme 
mania. During one of her manic attacks she decided 
to kill her step-son. No doubt she would have done it 
if she had not been guarded. Prior to her attack she 
apparently loved this five-year-old boy, but in some 
mysterious manner she felt that he was coming be- 
tween her and her husband, robbing her of his affec- 
tion. She felt that she was becoming uglier in his 
sight and determined to kill herself. She realized that 
he ultimately would leave her if her skin state became 
any worse. 

Her early childhood was abnormal to a great de- 
gree. Her father was a mental case before her. She 
not only had inherited a weak physical body, but had 
inherited a mind which upon provocation could easily 
become slightly unbalanced. Through her school days 
she led her classes, graduating with honors from col- 
lege. She never went to the college dances, nor did 
she have the normal social life of a typical American 
college girl because of her horrible skin condition. 
After graduation at the age of twenty-one, which was 
an early age to receive a degree, she met and married 
a very handsome man, a widower who apparently 
cared a great deal for her. They were happy in the 
beginning of their married life, but then her dermato- 
logical condition became worse. She complained of 
all of the symptoms of a severe case of oozing, ex- 
foliating dermatitis. It was at this time that her mind 
became affected. 


She became neurasthenic to a marked degree and 
in rapid progression the above symptoms of a typical 
dementia praecox developed. I placed her in a mental 
disease hospital and called in a neurologist to assist 
me in her supervision. 

The treatment of the patient naturally divided itself 
into dermatologic and neurologic divisions. Dermato- 
logically, the routine methods of treating an exfoliat 
ing dermatitis, such as electrotherapy, soothing lotions, 
compresses of aqueous solutions, ointments, pastes, 
and powders were used. She was treated internally 
with iron, arsenic, atropin, and internal secretory ex- 
tracts and, if indicated, with sedatives, hypnotics, and 
even with narcotics. She was given citrocarbonate, 
phosphosoda, as well as calomel; in fact, all the recog- 
nized methods of treatment were tried. Her mental 
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reactions were associated very closely with her der- 
matological symptoms. When her skin cleared, her 
lucid moments appeared. Therefore the task before 
us was to clear up her dermatological state. 

The consulting neurologist treated the symptoms 
of the lower levels, for example, the excitement stages, 
with hydrotherapy. Drugs were resorted to only 
when absolutely necessary. Small doses of atropin 
were given to obtain vegetative nervous system 
control. 

In the treatment of the higher levels psychotherapy 
was used. By means of constant kindness and proper 
mental suggestion, definite results were obtained. 

She was very much improved when she left our 
city. Her skin apparently had cleared and a similar 
improvement took place as regards her mental 
symptoms. 

1111 Medico-Dental Building. 


DISCUSSION 


SAMUEL Ayres, Jr., M. D. (315 Westlake Professional 
Building, Los Angeles).— Doctor Lounsberry has 
called attention to a very interesting condition. In 
the case cited, a patient with an unstable mental 
background was thrown completely out of balance by 
the psychic effects of a cutaneous eruption, This 
case emphasizes a relationship which is seen not in- 
frequently but to a lesser degree. Many instances 
have been noted where a severe case of acne has pro- 
duced profound psychic changes, the patient becom- 
ing depressed, introspective, and at times completely 
altered mentally. At other times a patient will seek 
medical advice for a cutaneous disorder of a trivial 
nature in itself, but due to the patient’s mental re- 
action to the lesion, it may occupy a place in his 
thought and imagination out of all proportion to its 
real nature. These patients should be treated with 
kindly interest and should be made to feel that their 
troubles are being given proper attention; under no 
circumstances should they be laughed at. 

While it is true that skin disorders may produce 
mental disturbances, especially in unstable individuals, 
the reverse is also true. Mental disturbances, emo- 
tional conflicts, anxiety, worry, etc., often lead to a 
variety of skin eruptions. The more well known 
types, dermatitis factitia, may be produced in a variety 
of ways and for a variety of reasons. Some patients 
produce artificial eruptions by the application of acids, 
by scratching with a needle, etc. Sometimes this is 
done to recover compensation, at other times to satisfy 
an egotistical desire to attract attention, sympathy, or 
simply to mystify. Occasionally a feeling akin to sex 
gratification is achieved; some patients produce these 
lesions apparently while in an amnesic state. The 
clinical entity of “neurotic excoriations” is becoming 
better recognized. Then there are undoubtedly many 
instances of “toxic” eruptions of an erythematous or 
eczematoid nature due to the influence of emotional 
stimuli active through the involuntary nervous system, 
and interfering with the various digestive processes, 
etc., leading to the formation of toxic metabolites. 


® 
H. C. L. Linpsay, M. D. (54 North Madison Avenue, 
Pasadena). — Undoubtedly abnormal mental states 


have been produced by pathologic conditions of the 
skin. The majority of so-called insane skin cases have 
become insane because of congenital defects or tend- 
ency to insanity and not insane because of skin dis- 
ease sui generis. The disease of the skin is more of 
a coefficient than an actual cause; however, in some 
rare cases the skin disease appears to be the actual 
cause of marked mental disturbance. I have at present 
a patient with mycosis fungoides whose mental in- 
stability developed in the fourth year of the disease. 
We often see intensely neurasthenic individuals who 
date the nervousness from the onset of a skin rash. 
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Mental states may produce abnormal skin condi- 
tions, and vice versa. One writer says that he had a 
patient who claims that she broke out in a rash every 
time was The erythema produced by 
blushing is also typical of what a mental state may 
produce on the skin. The nervous mental tension of 
the debutante suffering from severe acne vulgaris is 
symbolic in a mild way of the effect the skin has on 
the mind. The thick brown insensitive skin of the 
cretin is not the result of his sluggish mentality, but 
due to his lack of endocrins from his thyroid. This 
shows indeed the possibility that an irritative factor 
or toxic element independent of the skin or mental 
processes, but which reacts adversely upon both, may 
be erroneously interpreted as the one in the case of 
the skin being the causative element of disease in the 
other 


she kissed. 


Certain skin diseases, such as Raynaud’s disease, 
lichen planus, herpes zoster, and alopecia areata, have 
or are suspected of having nervous causes or nerve 
involvement. This may be coincident but somewhat 
substantiated, since improvements have been known 
to take place in Raynaud’s disease from sympath- 
ectomy, and amelioration of lichen planus from spinal 
puncture. Certain cases of alopecia areata and herpes 
zoster limit affected areas to distribution points of 
nerves. 

Phobias are occasionally causative of dermatitis 
iactitia. A man who suffers from formications may 
be deluded into believing that he is digging bugs from 
his skin and may persist in this thought notwithstand- 
ing ample microscopic demonstration to prove his 
error. Syphilophobia is one of the most frequent types 
to be met. 

Malingerers, who, for purposes of producing sym- 
pathy, securing insurance or pensions, injure them 
selves are almost uncanny in their pervert cleverness 
in mystifying physicians. Usually, however, they 
overdo things. The lesions are most often on parts 
that can be reached by the hands, and inaccesstble 
parts escape damage. There are exceptions to this 
rule, of course. 

The relationship between the rash of secondary 
syphilis and the development of neurosyphilis is in 
teresting since neurosyphilis is less apt to develop if 
the rash has been abundant: in short the skin rash 
seems to confer a certain immunity upon the nervous 
system. 

It is a fact that many drugs, such as pyramidon, 
acetanilid, barbital, gold, and bromids, which 
prone to produce skin rashes, are sedative to 
nervous system. 


are 
the 


Doctor Lounsberry’s paper interests us all. Most 
cases of extensive exfoliative dermatitis are extremely 
nervous, and I can well conceive how the extra strain 
would completely unbalance a mental defective. 
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Meruin T. R. Maynarpn, M.D. (407 Medico-Dental 
suilding, San Jose).—Dermatological neurosis as a 
subject opens a wide field for discussion, but in gen- 
eral we may state the association of dermatitis and 
a neurosis occur under the following heads: 

1. The neurotic tendency is present prior to the 
eruption; or 

2. The dermatitis is produced voluntarily by the 
patient with the mental defect. 

3. The dermatitis produces the mental defect. 

4. The mental disease and the dermatitis are to- 
gether a part of the system complex. 

5. The dermatitis is 
disease. 


due to an associated nerve 

In the first group the individual is already a mental 
inferior, and the neurotic tendency or mental disorder 
is brought out with the dermatitis acting as a focus 
of attention or as a traumatic influence on the neuro- 
logical system. 
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In the second group the patient is already a victim 
of the dementia and seeks, through aggravating or 
producing eruptions, to gratify their various desires. 

In the third group, I believe it is rarely possible to 
produce a dementia through extreme suffering and 
exhaustion unless there is a preéxisting tendency. 

In the fourth group the best example is pellagra, 

in which a generalized disease affects both the skin 
and the nervous system through one general patho- 
logical agency. 
The dermatologist sees patients in these various 
groups. Doctor Lounsberry’s case is one of the more 
striking of the various types. Much can be said on 
the subject, but I believe that the patient with a good 
mental heritage will never succumb by way of his 
nervous system to even very severe dermatoses in 
spite of their duration and symptomatology. 


Docror Lounsperry (Closing).—In closing the dis- 
cussion I wish to state that such cases as the one 
described appear frequently in our office practice and 
we, as trained dermatologists, must not only be skin 
specialists, but we must also be dermatoneurological 
internists and must cope with these abnormal internal 
states presented. 

This case again portrays the need for review of 
the neurological literature. Doctor Stokes recently 
brought out this point to me while discussing derma- 
tology in general. He maintains that if dermatology 
is to go forward in the future, we, as dermatologists, 
should not cease to be efficient internists. 


THE LURE OF MEDICAL HISTORY 


THE EXTRA ACADEMIC ORIGIN OF MEDICAL 
SPECIALTIES* 
PART II 


By LeRoy Crummer, M. D. 
Los Angeles 


BSTETRICS.—Obstetrics, now properly con- 

sidered the third element of the triad of 
proper medical training, remained longest beyond 
the cognizance of the regular profession. But 
here again the revelation of a family secret must 
be noted as the determining cause in allowing the 
man-midwife to overcome the superstitions of 
centuries. The first book dealing with this sub- 
ject was the “Rosengarten” of Iucharius Roess- 
lin, written entirely for the midwives. Ro6esslin, 
city physician at Frankfurt, famous already for 
his treatment of syphilis, is supposed to have 
written the book at the direction of his exalted 
protectress, Catharine, Princess of Saxony, with 
the intent of giving some form of definite instruc- 
tion to the ignorant midwives of the period. It 
appeared in 1513, and was probably the most suc- 
cessful medical book ever published if measured 
by the number of editions and _ translations. 
There must have been some two hundred editions 
within a little over a century, and it was trans- 
lated into practically all languages, for the most 
part still as a guide for midwives, but written up 
at times for the regular profession, and more fre- 
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quently written down in an appeal to the ignorant 
superstitions of the man and woman around the 
corner. 

The English translation, under the title ‘The 
Birth of Mankynde,” was first issued in 1540, 
went through twelve or thirteen editions, and was 
published even after Harvey began his epoch- 
making researches on generation. 

Of almost equal popularity was “La Com- 
mare,” first edition 1596, the work of the Do- 
minican monk, Scipio Mercurio, which took up 
the burden of instruction to midwives during the 
waning popularity of the “Rosengarten,” and 
continued successful for nearly another century. 
There was a complete succession of male authors 
who considered this subject upon purely theoreti- 
cal grounds, although it must be admitted that 
both Paré and Guillemeau, his son-in-law, de- 
scribe personal experience in their books devoted 
to this subject, but this succession of theoretical 
writing by men was interrupted by a practical 
book offered from the pen of a woman, Louise 

Sou-geoise, who, in 1609, published her book on 
“Accouchments,” dedicated to the Queen Mother, 
Marie de Medici, which detailed the position, 
presentation and length of labor of four children 
destined to become kings of France. Another 
midwife, who wrote up her practical experiences 
for the benefit of her class, was Justine Sieg- 
mundin, who, in a handsomely illustrated book, 
“Hof-weh-mutter,” first published in 1690, rose 
to much greater heights than her predecessors, 
and was surpassed in illustration only by another 
midwife, Madame de Coudray who, nearly a cen- 
tury late ‘r, utilized the newly discovered color 
printing and illustrated her book with tinted 
copperplates showing position and_ presentation. 

The employment of midwives was universal, 
and physicians and surgeons were called only 
when complications were found, and the consult- 
ants’ principal methods of attack were the horri- 
ble mutilating operations fatal always to the child 
and usually to the mother. Some time in the early 
part of the seventeenth century a family secret 
again changed the course of the development of a 
branch of medicine; this “secret”? was the ob- 
stetrical forceps invented by one of the Chamber- 
lains, probably Peter, some time about 1620. 
This Peter Chamberlain was a member of the 
Guild of Barber-Surgeons; his son was admitted 
as a Fellow of the Royal College of Physicians 
in 1628, but dismissed from the Fellowship in 
1629 for reasons which might be considered in- 
adequate at the present time; another descendant, 
Hugh Chamberlain, was made a Fellow in 1694, 
and obtained signal honors in the College and was 
considered the most eminent man-midwife of his 
period. 

The definite progress of the time is well shown 
in this varying attitude of the College toward the 
possessors of the “secret” which had become 
more or less common knowledge by the end of 
the seventeenth century. 


The immortal Harvey indicates in many places 
in his “De Generatione,” 1651, familiarity not 
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only with parturition, but also with the various 
conditions arising during pregnancy, and is to- 
day considered the father of the British School 
of Midwifery, and his discoveries in this field are 
placed by many authorities on an equal footing 
with his demonstration of the circulation. 


The victory of the man midwife was not en- 
tirely won during this period, nor has it been won 
even today. The conflict in England, especially in 
the seventeenth and eighteenth centuries, gave 
rise to a hectic battle of pamphlets, caricatures, 
and much personal animosity, with science fight- 
ing against tradition, and the deep-seated feeling 
that a woman should only be attended by a 
woman is not yet entirely eradicated. 

Orthopedics.— Orthopedics was definitely 
adopted into the surgical fold by Audrey, a pro- 
fessor of Paris, who wrote the first formal book 
on the subject about 1725, though the earlier 
popular barber-surgeons had by no means neg- 
lected the discussion of methods of correcting 
deformities. Paré, of course, included these con- 
ditions in his marvelous discussions of surgical 
problems, and he pictured methods of replace- 
ment of lost members of all sorts, including not 
only artificial noses, ears, and hands, but even 
“yards.” Fabricius of Acquapendente in_ his 
“Opera Anatomica” has a beautiful copperplate 
illustration of a brace whose complications and 
ingenuities might make even the most modern 
orthopedist envious. Even back of the barber- 
surgeon stood the highly technical armorer, whose 
ingenious attempts to supply artificial hands and 
legs are marvels of mechanical ingenuity. Frac- 
ture boxes and complicated mechanical aids for 
the reduction of dislocations were a part of the 
attractive illustrations of even the earliest works 
of the barber-surgeons. 

Laboratory Work.—The early prototype of the 
modern laboratory diagnostician is found in the 
uroscopist. It is quite true that “Seeing of 
Urines” was based upon extracts from the classic 
authors, especially Avicenna; but the popular ap- 
peal of this mystical method of diagnosis was so 
great that an immense literature, popular and pro- 
fessional, for and against, was printed through- 
out the entire sixteenth century, and it was only 
much later than this that the negative evidence 
concerning the value of the procedure prevailed 
and the method was frowned upon by the regular 
profession. So common was the custom in the 
early days of printing that the urine glass in the 
hands of the physician of the long robe became 
symbolic of the profession. Such an easy method 
of making a diagnosis was, of course, seized upon 
by the charlatans, and the mountebanks, and the 
booth of the urine seer was a part of every fair 
and street carnival. In fact, in certain rural dis- 
tricts of England, the old urine seer and his glass 
are still a part of the County Fair. An anthology 
of the books written on this practice would dis- 
close quotations from most of the learned writers 
as well as the poets, and so little change takes 
place in the minds of men that every year type 
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jokes from the oldest time are revamped and told 
in the barber shops and smoking compartments, 
and one has recently been used even on the legiti- 
mate stage. 

Shakespeare plays upon this custom in “Twelfth 
Night” and in “King Henry IV.” Falstaff says: 

“Sirrah, you Giant, what says the doctor to my 
water?” To which the page replies, “He says, sir, the 
water itself was a good healthy water, but, for the 
party that owned it, he might have more disease than 
he knew for.” 

So far as I know, no bibliography of this type 
of book has been written, and no earnest search 
has been made to determine even the number and 
classes of these books, nor even a discussion of 
the principles of division between those written 
by the professor for the profession, and the 
barber-surgeon for popular consumption, but 
there were at least fifteen editions of the first 
English book on this subject: “Here Begy/nth 
the synge of Ury/nes of all the couloures that/ 
urynes be of, with the me/dycines annexed to 
euery/uryne & euery ury/ne his urinel much/ 
profitable for euery/man to knowe.” Each edi- 
tion is known in very few copies, and the German 
popular books on this subject are equally numer- 
ous and equally scarce. 

The microscope, too, was an invention entirely 
outside the range of medical thought. Though 
probably known to Roger Bacon in the thirteenth 
century, the microscope itself was rediscovered 
by a spectacle maker in Holland about 1620, and 
immediately put upon the market. Most of the 
early discoveries by means of this instrument 
were made because of the fascination of the in- 
strument as a means of indoor amusement. 
Kircher, more priest than physician; Swammer- 
dam, an assistant in his father’s apothecary shop, 
and van Leuwenhoek, brewer’s son and inn 
keeper, all made important discoveries by the use 
of this toy which have been absorbed in the 
framework of medical tradition. On the other 
hand, two physicians, Nehemiah Grew and Mar- 
cello Malpighi, contributed to the first great era 
of discoveries made by the microscope. These 
additions to medical knowledge were done in the 
latter quarter of the seventeenth century, and the 
first years of the eighteenth, and the microscope 
itself all through the eighteenth century was sold 
as an amusing toy, with prepared mounts of 
various small animals, vegetables, and minerals, 
for the amusement, and perhaps the education, 
of those attracted to the new and novel. 


Chemistry.—Chemistry was the direct out- 
growth of alchemy, which had its devotees even 
among those high in the profession, but whose 
greatest patron was the Emperor, Rudolph II, 
of Germany, who attracted many of the greatest 
alchemists of the time to his castle in Prague. In 
the vain but expensive search for potable gold, 
and the philosopher’s stone, he spent a tremen- 
dous fortune in providing sharpers of all types 
with apparatus, and opportunity, but as an un- 
expected outcome of his vain desires there 
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emerged the true birth of chemistry as a modern 
science, through Libavius, who went to Prague 
to read an essay on “Aurum Potable” and re- 
turned to Coburg to write his “Alchymia” in 
1595, which is now regarded as the first system- 
atic treatise in chemistry. This in turn led to an 
extravagant belief in the benefits of the new dis- 
covery, and it was exalted to a medical philosophy 
by the “Iatrochemists” of whom the founder and 
chief priest was Johan Baptiste van Helmont, 
first a Capucian friar, and only later in life a 
physician, 

Anatomy.—In recent years there has been a 
tendency to rob medicine of the honor of develop- 
ing proper early discoveries in anatomy. This is 
mainly due to the publication of the lost draw- 
ings of da Vinci, which show him a most excel- 
lent anatomist, and perhaps with a knowledge 
of function and motion superior to Vesalius. 
Raphael, Michelangelo, and Rossi de Rossi, are 
known to have done dissections, which were used 
for drawings, engravings and paintings, but only 
for individual use, without any attempt to pro- 
duce systemic anatomical investigations or rec- 
ords, so that in spite of these very attractive 
drawings and prints, the honor of making an- 
atomy a part of medical science must still be 
given to Andreas Vesalius, who did everything 
that these artists had done, and in addition 
systematized his work and offered it in the form 
of a printed book, which is one of the most 
beautiful and important publications of all time. 


Therapeutics—In therapeutics many of the 
effective discoveries were made outside of the 
profession. The story of quinin is particularly 
interesting. First known as Peruvian bark, it was 
sent to France and Spain by the Jesuits and was 
exploited by them as a specific for ague, on the 
basis of the cure of the Countess of Chinchon, 
wife of the Viceroy of Peru. All modern meth- 
ods of propaganda were used to promote the sale 
of the bark, which was then a monopoly of the 
Jesuits, and even a corner was established similar 
to but more successful than the modern attempts 
to form a corner in grain products. It remained 
for Robert Talbor, an apothecary’s apprentice, to 
hit upon the happy expedient of dissolving the 
bark in claret to make the administration more 
palatable. By a lucky chance he cured Charles II 
of England, who in turn recommended him to 
Louis XIV of France, and he was so successful 
there that his secret discovery was purchased by 
Louis and given to the world in a little book 
called “Pretologia,” 1672. In the meanwhile, of 
course, Sydenham had conducted experiments 
with the drug, but when he wrote of it in 1668 
he was without enthusiasm, but with greater ex- 
perience in 1676 he had come to the conclusion 
that the bark was a specific for ague. 

Digitalis also had an origin outside of medi- 
cine. While Withering brought it to the atten- 
tion of the profession, his first knowledge of its 
efficacy was obtained from a neighborhood woman 
herb doctor, who had had great success in treat- 
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ing dropsy with a concoction made up of all the 
herbs of the country side. Withering took his cue 
from her success, and carefully determined that 
foxglove was the effective ingredient in her mix- 
ture, and in his book, “An Account of the Fox 
Glove and Some of Its Medical Uses,” 1785, 
established digitalis on such a rational basis that 
but little has been added since, as to efficacy, indi- 
cations for or mode of administration of this 
particular drug. 

Many other drugs of vegetable origin were dis- 
covered by the herbalists, and other types of 
irregular practitioners. The doctrine of signa- 
tures, which, simply expressed, was that nature 
had prepared a sovereign cure for every disease 
which was to be recognized by the initiated from 
some fancied similarity or symbol inherent in the 
plant. This school of healing was responsible for 
practically all investigation into the nature of 
vegetable drugs for many centuries, and found 
its final and greatest exponent perhaps in an early 
American quack, Thompson, whose ideas over- 
wheln.ed our United States during the first half 
of the last century. His book went through in- 
numerable editions, and his ideas became the 
basis of the “eclectic medicine,” a schism only re- 
cently disappearing from medical education. 


Anesthesia—Laryngology.—Many of the more 
modern things now utilized in every practice 
were discovered outside of the profession. We 
owe anesthesia to a dentist, Morton, for in spite 
of investigations which may place the origi- 
nal discovery of the effect of ether in the hands 
of Hicks of England, or Long of Georgia, the 
publicity was obtained through the efforts of 
Morton, whose experiments at Harvard brought 
the method to the attention of the profession the 
world over. Laryngology is based on the dis- 
covery of the laryngoscope in 1855 by Manual 
Garcia, a Spanish singing teacher, resident in 
London. 


Bacteriology.—Pasteur, the founder of bacteri- 
ology, was a chemist. Roentgen of x-ray fame 
was a physicist; the Curies, who brought radium 
to the attention of the world, had no fundamental 
interest in medicine, and although Ehrlich was a 
graduate in medicine, it is said that he obtained 
his degree by the narrowest of margins, and his 
interests as well as his discoveries were entirely in 
the field of higher chemistry. If to these might be 
added the discoveries important in our daily prac- 
tice, made by the country doctor, it might empha- 
size the theme I hold. Koch was health physician 
in a small German town when he discovered the 
tubercle bacillus; Syms, a country practitioner, 
when he originated those methods which were the 
foundation of gynecology. McDowell was also a 
country practitioner, with imagination, who saw 
his way clear to invade successfully the lower 
abdomen to remove the ovary. 

In contrast, the great discoveries in medicine 
were scarcely ever accepted at their true value by 
contemporary members of the profession. The 
publication of the “Fabrica” of Vesalius started 
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the famous controversy with Sylvius which lasted 
for more than twenty years, and, in addition, 
there was the quarrel with Fallopius, Vesalius’ 
immediate successor at Padua, and other quar- 
rels equally vituperative although with men less 
prominent. Harvey is said to have lost his prac- 
tice when he published the “de Motu Cordis,” 
and most of the books reprinting his text during 
the next twenty years were published for the pur- 
pose of belittling and refuting his great discovery. 
Jenner was almost immediately embroiled in a 
controversy, the echoes of which revert to the 
present day in the numerous agitations against 
vaccination and other efforts of the anti-societies 
to embarrass the progress of medical investi- 
gation, 

Strive as we may to prove otherwise, the fact 
remains that neither in the past nor at the present 
has medicine been as much a science as an art, 
and yet we are constantly priding ourselves on 
our science and neglecting the art of treating the 
emotionally unbalanced invalid who cares much 
less, as a usual thing, for the science of medicine 
than for the relief of his symptoms which have 
been helped in various times and places by meth- 
ods, many of which I have shown you, which 
have definitely originated far from the constituted 
ideal of medical faculties. 

140 South Orange Drive. 


CLINICAL NOTES AND CASE 
REPORTS 


A NEW, SELF-RETAINING, CIRCULAR, 
ABDOMINAL RETRACTOR—THE 
ARNOLD CIRCUMTRACTOR 


By Hubert R. Arnon, M.D. 
San Francisco 


IN no field of surgery is proper exposure more 
difficult to secure and maintain than in the 
abdomen. A retractor which will retract the ab- 
dominal wall in any and every direction and hold 
it in place, and at the same time hold the viscerae 
out of the field of operation, is the ideal retractor. 
The retractor which I have devised and chosen 
to call the “Arnold circumtractor,” will do this 
admirably. 


The circle (1) permits the fastening of a re- 
tractor at any angle. A set consists of this circle 
and ten specially devised retractors. There are 
four retractors which have solid, curved blades— 
see blade on retractor handle (2). These are for 
retraction of the abdominal wall. We call these 
the “stay” retractors, since they not only hold the 
abdominal wall in a state of retraction, but also 
hold the circle rigid so the other retractors may 
be applied in order to hold the viscerae in any 
desired position. We call these latter retractors 
“visceral” retractors. 


The circle merely consists of two rings fastened 
together by means of six cross bars (3), in such 
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Fig. 1.—The Arnold circumtractor. 

a way that there is no interference with the head 
of the lug (4) which holds the retractor handle 
to the ring. A study of the figures will clarify 
this as well as the following points. The ring has 
an inside diameter of ten inches. The circle is 
an entirely new principle in self-retaining retrac- 
tors. There are retraction 
can be made 


no corners and hence 
in any direction, 

The second new principle lies in the placing of 
the clamp, or fastener, on the retractor handle. 
Usually the end of the retractor handle is made 
with an eye at the end of a slit in the handle and 
the fastener is on the stationary part of the re- 
tractor. When this is the case the handle of the 
retractor must be applied to the holder by putting 
this eye over a thumb screw and the handle slid 
along the holder. This is usually very awkward 
and inconvenient. By having the fastener on the 
retractor handle, as illustrated in the figures, the 
retractor can be put in any desired place and the 
handle dropped down on the circle and fastened 
there without any excess manipulation. 

The third and last new principle lies in the 
fastener itself. The fastener merely consists of 
a sliding box (5) on the retractor handle. The 
retractor handle is secured to the ring by means 
of an eccentric (6) on the end of the handle (7). 
This eccentric works against a spring (8) which 
gives “life” to an otherwise inelastic unit. The 
spring is held in place by means of small side pro- 
jections which extend through a slot (9) in the 
side of the sliding box. The eccentric (6) is 
fastened to a lug (4) whose long, narrow head 
is held parallel to the handle (7) by a small screw 
(10). The act of fastening the retractor to the 
ring consists merely of turning the handle (7) at 
right angles to the retractor handle in such a way 
that the eccentric pushes the lug head down be- 
tween the two circles of the ring. Then the 
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handle is turned again so the long axis of the 
lug head is parallel to the retractor handle, and 
hence at right angles to a tangent on the circle at 
this point. ‘The handle is thrown over so it points 
toward the curved end of the retractor handle 
and hence the eccentric comes into play and 
makes a solid connection. A study of the photo- 
graphs will illustrate the above description. 

On the four “stay” retractors the sliding boxes 
are made with flanges (11) in order to obviate 
any side motion of the retractors. This is neces- 
sary because the ring is held rigid by the “stay” 
retractors on the abdominal wall and in turn the 
“stay” retractors are held rigid by the ring and 
the box with its flanges. The other six retractors 
are not made with this device because one may 
want to turn them at any angle, a condition which 
will never arise with the “stay” retractors. They 
must be held such a way that side motion is 
impossible. The pull on the “visceral” retractors 
will always be a straight pull. There will be no 
side push on them as there is on the “stay” re- 
tractors which give rigidity and stability to the 
instrument as a unit. 

Two of the “visceral” retractors are made with 
flexible Crile material (12) so that the blades can 
be bent at any desired length or in any fashion. 
The other four have rigid wire blades (13). But 
the blades on any of the retractor handles can 
be fashioned to suit anyone’s fancy, either as 
regards shape, size, or kind of material. 

Then, to summarize the new points and advan- 
tages of this retractor, first, the circle permits of 
retraction in any direction. Second, the fastener 
is attached to the retractor handle, which permits 
the placing of the retractor in the desired posi- 
tion before fastening it here. Third, the actual 
maneuver of fastening is done by an eccentric, 
which is almost instantaneous and at the same 
time does away with the old-fashioned thumb 
screw, which is slow, awkward, and a menace to 
rubber gloves. The whole instrument is light and 
easy to handle. 

450 Sutter Street. 


A NEW SELF-RETAINING ABDOMINAL 
RETRACTOR* 


By Stanitey H. Mentzer, M.D. 
San Francisco 


N°? mechanical means for obtaining exposure 
in surgery is comparable to manual retrac- 


tion by trained assistants. When properly used 
the human hand furnishes the most pliable, gentle, 
and localized method of retraction available. Un- 
fortunately, however, capable, well-trained assist- 
ance is not always at hand. Inadequate assistance 
can be extre mely trying and indeed hazardous. 
I have found it impossible to obtain skilled assist- 
ance on several occasions, especially when called 
to neighboring areas to operate. Under such cir- 
cumstances mechanical retraction may prove of 
inestimable value. 


* From the Department of Surgery, 


University of Cali- 
fornia Medical School, San Francisc o. 
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Mechanical means for obtaining exposure in 
abdominal surgery is of relatively recent origin. 
The self-retaining retractor of Balfour is uni- 
versally employed for pelvic surgery, but upper 
abdominal surgery has not enjoyed the advan- 
tages of self-retaining retractors other than spring 
instruments of the Farr type. Recently Devine 
and Arnold have devised self-retaining retractors 
of merit. There are certain disadvantages of each, 
however, which I have tried to overcome. 

During the past few years I have been devising 
a self-retaining abdominal retractor primarily in- 
tended for gall-bladder surgery (Fig. 1). It has 
proved of such value in this field that the instru- 
ment has been remodeled several times to meet 
other exigencies. The mechanical principles in- 
volved consist essentially of a retractor extensible 
by a ratchet mechanism with five adjustable re- 
tracting blades which, in themselves, are extensi- 
ble. In addition, a hemostat is fixed to the frame 
of the retractor. 

This retractor avoids some of the difficulties 
encountered in the use of other self-retaining 
abdominal retractors in that it is small, light, of 
simple mechanical construction, and has but five 
blades. The latter are universally applicable. 
They avoid the necessity for multiple blades, and 
the handles are short so that the instrument is not 
cumbersome either during use in the abdomen or 
in transportation. The extensible blades have 
proved of great value in that they are adjustable 
for a thin or adipose abdominal wall, for shallow 
or deep retraction, and for progressive retraction 
as the operation proceeds. The blades are adjust- 
able into any position, are interchangeable, and 
with a simple movement are tightly locked in 
position. 

In gall-bladder surgery the instrument is placed 
so that the bar with the attached hemostat lies on 
the liver side of the Kocher or 
cision. 


Mayo-Robson in- 
The round ligament of the liver is severed 
and its liver attachment secured in the fixed 





Fig. 1.—Retractor in full extension, showing various 
depths and adjustable positions of blades. 
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Fig. 2. 
blades are partially extended. 
secures round ligament for eversion of liver. 


Exposure for common duct surgery Narrow 


Fixed hemostat on frame 


hemostat on the retractor (Fig 2). In this way 
the undersurface of the liver is everted and trac- 
tion upon it is maintained at uniform tension. 
Narrow retractor blades are placed against the 
liver on either side of the gall bladder and locked 
in the clamps. The liver is thereby maintained 
in a fixed position. Laparotomy tapes are then 
placed against the stomach, duodenum, and bowel, 
and the three wide blades of the retractor are 
placed against these organs respectively. Usu- 
ally I insert these ble des with the retractor par- 
tially or completely closed. After the blades are 
inserted, the retractor is spread apart by means 
of the ratchet arrangement and fixed in any de- 
sired position by the locking lever. The exposure 
thus obtained is excellent, nor is it disturbed by 
vomiting or straining. When once placed, there 
is no need to readjust the instrument, and it is 
seldom necessary to secure additional retraction 
from assistants. I find that the apparatus causes 
less trauma than unskilled hand retractors and 
gives more adequate exposure than the occasional 
available assistant. 

lor operations on the common duct, 
found it of especial value (Fig. 2). 


I have 
Likewise, I 
have used it for splenectomies, nephrectomies, 
posterior resections of the rectum, and pelvic sur- 
gery, with satisfaction. I am making smaller, 
curved retractor blades for thoracic surgery. Al- 
though I have not tried the instrument in chest 
work, I believe it has promise. 

The retractor has been devised with the assist- 
ance of the Weniger Instrument Company of San 
Francisco. 

450 Sutter Street. 





Fig. 1.—The Arnold circumtractor. 


a way that there is no interference with the head 
of the lug (4) which holds the retractor handle 
to the ring. A study of the figures will clarify 
this as well as the following points. The ring has 
an inside diameter of ten inches. The circle is 
an entirely new principle in self-retaining retrac- 
There are no corners and hence retraction 
can be made in any direction. 


tors. 


The second new principle lies in the placing of 
the clamp, or fastener, on the retractor handle. 
Usually the end of the retractor handle is made 
with an eye at the end of a slit in the handle and 
the fastener is on the stationary part of the re- 
tractor. When this is the case the handle of the 
retractor must be applied to the holder by putting 
this eye over a thumb screw and the handle slid 
along the holder. This is usually very awkward 
and inconvenient. By having the fastener on the 
retractor handle, as illustrated in the figures, the 
retractor can be put in any desired place and the 
handle dropped down on the circle and fastened 
there without any excess manipulation. 

The third and last new principle lies in the 
fastener itself. The fastener merely consists of 
a sliding box (5) on the retractor handle. The 
retractor handle is secured to the ring by means 
of an eccentric (6) on the end of the handle (7). 
This eccentric works against a spring (8) which 
gives “life” to an otherwise inelastic unit. The 
spring is held in place by means of small side pro- 
jections which extend through a slot (9) in the 
side of the sliding box. The eccentric (6) is 
fastened to a lug (4) whose long, narrow head 
is held parallel to the handle (7) by a small screw 
(10). The act of fastening the retractor to the 
ring consists merely of turning the handle (7) at 
right angles to the retractor handle in such a way 
that the eccentric pushes the lug head down be- 
tween the two circles of the ring. Then the 
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axis of the 
lug head is parallel to the retractor handle, and 
hence at right angles to a tangent on the circle at 
this point. The handle is thrown over so it points 
toward the curved end of the retractor handle 
and hence the eccentric comes into play and 
makes a solid connection. A study of the photo- 
graphs will illustrate the above description. 

On the four “stay” retractors the sliding boxes 
are made with flanges (11) in order to obviate 
any side motion of the retractors. This is neces- 
sary because the ring is held rigid by the “stay” 
retractors on the abdominal wall and in turn the 
“stay” retractors are held rigid by the ring and 
the box with its flanges. The other six retractors 
are not made with this device because one may 
want to turn them at any angle, a condition which 
will never arise with the “stay” retractors. They 
must be held in such a way that side motion is 
impossible. The pull on the “visceral” retractors 
will always be a straight pull. There will be no 
side push on them as there is on the “stay’’ re- 
tractors which give rigidity and stability to the 
instrument as a unit. 

Two of the “visceral” retractors are made with 
flexible Crile material (12) so that the blades can 
be bent at any desired length or in any fashion. 
The other four have rigid wire blades (13). But 
the blades on any of the retractor handles can 
be fashioned to suit anyone’s fancy, either as 
regards shape, size, or kind of material. 

Then, to summarize the new points and advan- 
tages of this retractor, first, the circle permits of 
retraction in any direction. Second, the fastener 
is attached to the retractor handle, which permits 
the placing of the retractor in the desired posi- 
tion before fastening it here. Third, the actual 
maneuver of fastening is done by an eccentric, 
which is almost instantaneous and at the same 
time does away with the old-fashioned thumb 
screw, which is slow, awkward, and a menace to 
rubber gloves. The whole instrument is light and 
easy to handle. 

450 Sutter Street. 


A NEW SELF-RETAINING ABDOMINAL 
RETRACTOR* 


By Stan.tey H. Mentzer, M.D. 
San Francisco 


© mechanical means for obtaining exposure 

in surgery is comparable to manual retrac- 
tion by trained assistants. When properly used 
the human hand furnishes the most pliable, gentle, 
and localized method of retraction available. Un- 
fortunately, however, capable, well-trained assist- 
ance is not always at hand. Inadequate assistance 
can be extremely trying and indeed hazardous. 
I have found it impossible to obtain skilled assist- 
ance on several occasions, especially when called 
to neighboring areas to operate. Under such cir- 
cumstances mechanical retraction may prove of 
inestimable value. 


* From the Department of Surgery, University of Cali- 
fornia Medical School, San Francisco. 
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Mechanical means for obtaining exposure in 
abdominal surgery is of relatively recent origin. 
The self-retaining retractor of Balfour is uni- 
versally employed for pelvic surgery, but upper 
abdominal surgery has not enjoyed the advan- 
tages of self-retaining retractors other than spring 
instruments of the Farr type. Recently Devine 
and Arnold have devised self-retaining retractors 
of merit. There are certain disadvantages of each, 
however, which I have tried to overcome. 

During the past few years I have been devising 
a self-retaining abdominal retractor primarily in- 
tended for gall-bladder surgery (Fig. 1). It has 
proved of such value in this field that the instru- 
ment has been remodeled several times to meet 
other exigencies. ‘he mechanical principles in- 
volved consist essentially of a retractor extensible 
by a ratchet mechanism with five adjustable re- 
tracting blades which, in themselves, are extensi- 
ble. In addition, a hemostat is fixed to the frame 
of the retractor. 

This retractor avoids some of the difficulties 
encountered in the use of other self-retaining 
abdominal retractors in that it is small, light, of 
simple mechanical construction, and has but five 
blades. The latter are universally applicable. 
They avoid the necessity for multiple blades, and 
the handles are short so that the instrument is not 
cumbersome either during use in the abdomen or 
in transportation. The extensible blades have 
proved of great value in that they are adjustable 
for a thin or adipose abdominal wall, for shallow 
or deep retraction, and for progressive retraction 
as the operation proceeds. The blades are adjust- 
able into any position, are interchangeable, and 
with a simple movement are tightly locked in 
position. 

In gall-bladder surgery the instrument is placed 
so that the bar with the attached hemostat lies on 
the liver side of the Kocher or Mayo-Robson in- 
cision. The round ligament of the liver is severed 
and its liver attachment secured in the fixed 





Fig. 
depths and adjustable positions of blades. 


1.—Retractor in full extension, showing various 
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Fig. 2. 
blades are partially extended. 
secures round ligament for eversion of liver. 


-Exposure for common duct surgery Narrow 


Fixed hemostat on frame 


hemostat on the retractor (Fig 2). In this way 
the undersurface of the liver is everted and trac- 
tion upon it is maintained at uniform tension. 
Narrow retractor blades are placed against the 
liver on either side of the gall bladder and locked 
in the clamps. The liver is thereby maintained 
in a fixed position. Laparotomy tapes are then 
placed against the stomach, duodenum, and bowel, 
and the three wide blades of the retractor are 
placed against these organs respectively. Usu 
ally I insert these blades with the retractor par- 
tially or completely closed. After the blades are 
inserted, the retractor is spread apart by means 
of the ratchet arrangement and fixed in any de- 
sired position by the locking lever. The exposure 
thus obtained is excellent, nor is it disturbed by 
vomiting or straining. When once placed, there 
is no need to readjust the instrument, and it is 
seldom necessary to secure additional retraction 
from assistants. I find that the apparatus causes 
less trauma than unskilled hand retractors and 
gives more adequate exposure than the occasional 
available assistant. 

For operations on the common duct, I have 
found it of especial value (Fig. 2). Likewise, I 
have used it for splenectomies, nephrectomies, 
posterior resections of the rectum, and pelvic sur- 
gery, with satisfaction. I am making smaller, 
curved retractor blades for thoracic surgery. Al- 
though I have not tried the instrument in chest 
work, I believe it has promise. 

The retractor has been devised with the assist- 
ance of the Weniger Instrument Company of San 
Francisco. 


450 Sutter Street. 


BEDSIDE MEDICINE FOR BEDSIDE DOCTORS 


An open forum for brief discussions of the workaday problems of the bedside doctor. 


Suggestions for subjects 


for discussion invited. 


CONVULSIONS IN CHILDREN 


Howarp W. FLEMING, SAN FRANcCISCO.—One 
of the many difficult problems in medical prac- 
tice is the treatment of children who have con- 
vulsions, Only too frequently convulsions are 
considered and treated as a disease entity. Their 
recognition as a symptom only, just as headache, 
dizziness, and back pain are recognized as symp- 
toms rather than entities, will be a definite ad- 
vance in our understanding of this condition. - 
thorough investigation as to etiology should ; 
company symptomatic treatment, for a caeaiane 
diagnosis of idiopathic epilepsy, without such 
careful study, frequently will sacrifice the chance 
for a real cure. In about 30 per cent of brain 
tumor patients, convulsions are an early symp- 
tom. Necropsy findings in patients segregated in 
institutions for epileptics reveal an incidence of 
from two to four per cent of unsuspected brain 
tumors. No doubt many removable tumors are 
missed because of faulty examination. It is im- 
perative that investigation be instituted before 


the convulsive habit is established and the epi- 
leptic psyche is fixed. 
Idiopathic epilepsy is a term frequently used 


to describe convulsive rigors which occur with- 
out obvious etiology, just as we use the ex- 
pression “cerebral concussion” in cases of head 
injury with loss of consciousness. The many 
theories as to the cause of convulsions and epi- 
lepsy are forceful indications of our paucity of 
knowledge as to their etiology. Surgery of the 
nervous system has renewed and stimulated our 
interest in neuropathology and physiology. Sug- 
gestive leads as to the etiology and mechanism of 
convulsions are many, and they implicate nearly 
all of the various systems of the body. It is im- 
possible even to surmise where the solution of the 
cause of convulsions will be found. In addition 
to the central nervous system, experimental find- 
ings and clinical experience suggest, as etiological 
or contributory factors, the endocrine glands, the 
autonomic system, metabolic processes and, in 
fact, most of the systems and organs of the body. 

Such diverse information gives apparent au- 
thority for what seems to be absurd therapy, 
and the treatment of the convulsive child is a 
fertile field for charlatans and pseudo-medical 
practitioners. 

Etiologic factors causing or predisposing to- 
ward convulsions may be divided roughly into 
three classes. The first comprises organic changes 
in the brain and meninges. These are found fre- 
quently in patients suffering from convulsions, 
and their acceptance as etiological factors seems 
logical. It is interesting to remember, however, 
that there is no one type of lesion of the central 
nervous system, nor any one locality of this sys- 
tem uniformly affected in epileptic patients. It is 
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true also that only a fraction of the number of 
patients who suffer from those lesions of the 
brain, accepted as predisposing factors, have con- 
vulsions. Of necessity we must have some addi- 
tional predisposing or exciting factors. 

The second group is made up of those func- 
tional disturbances of the brain cells which pre- 
dispose to convulsive reaction. This may seem 
to be a vague classification, but it is necessary in 
our present state of knowledge. Into it fall those 
patients who show no evidence, either before or 
after death, of any abnormality which could be 
accepted as an etiological factor. Clinical experi- 
ence and experimental investigation suggest that 
nerve cell changes, altering the acid-base or elec- 
trolyte equilibrium, the proper oxidation, or fluid 
balance, increase the susceptibility to the con- 
vulsive reaction. 

A third group includes the extensive disease 
and abnormal function found outside the central 
nervous system. Although, in most cases, organic 
disease of the brain is present, or disturbed func- 
tion of the nerve cell is suspected, frequently 
other extensive changes are found also. These 
may be considered as exciting factors and, super- 
imposed on predisposing elements, may be suffi- 
cient to overthrow the balance into the convulsive 
state. Almost every part of the body has been 
suspected and consequently has been subjected 
to much ill-advised treatment. Sufficient evidence 
exists, however, to warrant comment as to the 
part played by a few of these factors. 

It would seem reasonable that careful exami- 
nation of a large group of epileptics prior to and 
after death would establish some fairly uniform 
dysfunction. Unfortunately this is no more true 
of the extrinsic parts of the body than it is of 
the central nervous system itself. The necessity 
for proper cerebral circulation suggests the likeli- 
hood of disease of the cardiovascular system as 
a contributing factor. Cerebral anemia and im- 
poverished oxygen supply do predispose to con- 
vulsions. The acceptance of the idea of vasomotor 
control of the cerebral vessels throws added sus- 
picion on the autonomic system. Spasms of cere- 
bral vessels, arteriosclerosis or low blood pres- 
sure—all may be factors. 

Polyphagia and constipation frequently are as- 
sociated with epilepsy, and have thrown suspicion 
on the gastro-intestinal tract. The possibility of 
the absorption of toxins has received attention, 
and many radical surgical procedures and resec- 
tions have been advocated as cures. Study of the 
results by clinical examination and necropsy find- 
ings suggests no unusual incidence of gastro- 
intestinal disease in epileptics. 

The glands of internal secretion, particularly 
the sex glands, have been thought to bear some 
relationship to convulsions. The fact that the 
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onset of convulsions occurred at puberty or re- 
curred with the menses no doubt suggested the 
possible relationship. There is no definite evi- 
dence, either clinical or experimental, to warrant 
such a conclusion. 

The occurrence of tetany following the re- 
moval of the parathyroids points particularly to 
those glands as having some influence on the con- 
vulsive state. It is suggestive that those con- 
ditions which favor convulsions in the epileptic, 
namely, alkalosis and anoxemia, predispose to 
tetany in the patient or animal deficient in para- 
thyroid secretion. There are many isolated clini- 
cal experiences and some experimental data to 
suggest some relationship between convulsions 
and the parathyroid glands as well as possibly 
to implicate the thyroid, pituitary, pancreas, and 
adrenal. Uniform findings and results are en- 
tirely lacking, and the known facts are insufficient 
to warrant conclusions or suggest radical therapy 
at the present time. 

This discussion has considered chiefly the epi- 
leptic child. Fortunately every child with convul- 
sions is not to be considered epileptic. Physicians 
are loath to make a diagnosis of epilepsy, and 
parents are unwilling to accept such a diagnosis. 
Many a child with a so-called unstable nervous 
system or abnormal susceptibility to convulsions 
will have seizures resulting from fatigue, fever, 
trauma or toxins, placing an added strain upon 
the nervous system. Repeated attacks make the 
necessity for thorough examination imperative. 

A careful history may elicit facts suggesting 
inherited tendencies, birth trauma, or a family 
or school environment which play at least a con- 
tributory part. Neurological examination fre- 
quently reveals signs of central nervous system 
disease. X-rays of the skull may show evidence 
of generalized or local pressure, abnormal calcifi- 
cation or unsuspected fracture. Air injection into 
the ventricles or subarachnoid spaces may give 
additional information. Any suggestive symptom 
pointing to other symptoms warrants the most 
thorough investigation to eliminate remediable 
conditions. 

The care of the new-born with convulsions is 
especially difficult. These convulsions may be 
caused by direct brain trauma, secondary hemor- 
rhage, asphyxia, malformation, tumor, or infec- 
tion. A spinal puncture, done by an experienced 
person, is an advantageous procedure and gives 
valuable information as to intracranial pressure, 
the presence of old or fresh bleeding, and the 
possibility of infection. Repeated spinal punc- 
tures are recommended in cases of bleeding to 
minimize subsequent difficulties. When the bleed- 
ing is localized to either hemisphere and is evi- 
denced by increased pressure or outstanding 
signs, exploration through the anterior fontanel 
or a cranioplastic opening is in order. Such thera- 
peutic and prophylactic measures undoubtedly de- 
crease the immediate mortality and minimize the 
subsequent morbidity. 

In conclusion, I wish to emphasize the follow- 
ing suggestions that may help in caring for a 
condition about which we know little. For ade- 
quate prevention as well as for care we need: 
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1. An increased realization by those doing ob- 
stetrics of the friability of the elements of the 
central nervous system and the permanent results 
of damage to them. 

An early diagnosis of cerebral hemorrhage, 
followed by appropriate therapy. 

3. An early complete examination of the con- 
vulsive child. 

4. A full appreciation of epilepsy or 
sions as symptoms only. 

Symptomatic treatment should include regu- 
lation of the daily physical and mental activities. 
Physical, mental or emotional stresses are to be 
avoided. Improvement of the general health will 
decrease the incidence of convulsions. Foci of 
infection should be eliminated and any physical 
defect which impairs the general health should 
be repaired. 

In many cases a ketogenic diet or one rich in 
acid-forming foods will decrease the number of 
convulsions. Depletion by the limitation of fluids 
may be of value, but it is difficult to control and 
possibly may be injurious to general health. Diet- 
ary regulation and fluid limitation, together with 
increased medication with the barbitals, may be 
helpful in preventing convulsions at periods of 
frequent incidence, or when prodromal symptoms 
are present. 

The problem is a discouraging one in the pres- 
ent state of our knowledge, but not altogether 
hopeless. Much can be done to prevent and mini- 
mize the number of convulsions and occasionally 
definite etiological factors can be eliminated. 


convul- 


* * * 


C. F. Getston, SAN Francisco.—A _ dis- 
cussion of this subject, it seems to me, has one 
of its greatest points of interest centered in the 
ultimate prognosis. Is the immediate convulsion 
to be fatal; will there be repetitions ; does it indi- 
cate epilepsy at the moment or in the future? 
Such are the questions which the physician must 
be ready to answer insofar as it is humanly possi- 
ble to do so. The particular diagnosis of epilepsy 
is a great dread in the mind of a parent. Through 
a definite understanding of the various convulsive 
seizures occurring in childhood, the physician is 
very often able, and with quite reasonable cer- 
tainty, to set many of these fears at rest. In- 
tensive study during the years is eliminating more 
and more cases from the “idiopathic” group. 

The exact etiology of these explosive nervous 
phenomena is still not thoroughly understood. 
srain anemia in toxic, epileptiform and other so- 
called “essential” seizures has been considered 
the basic factor. The convulsions in infants 
suffering from severe pertussis are unquestion- 
ably due to prolonged brain anemia. There must 
further be direct mechanical irritation at times as 
seen in hemorrhage, post-traumatic scarring, exu- 
dative infectious processes, and actual tissue in- 
crease, as in the miliary tubercles of tuberculous 
meningitis. The imperfect myelinization due to 
premature birth undoubtedly plays a réle in the 
nervous manifestations presented by these in- 
fants, which include convulsions, often frequently 
repeated during childhood. 


Convulsions in Infants.—Our first considera- 
tion in grouping the convulsions of childhood is 
that of the new-born. Congenital brain defects, 
including hydrocephalus, usually cause early gen- 
eralized convulsions and the outlook is extremely 
grave. Should recovery occur, there is profound 
mental retardation and subsequent spastic palsies, 
as a rule. For the future happiness of the family 
and the patient, an early demise is the kindest of 
solutions. 

At times a much broadened or thickened thy- 
mus in the new-born will cause a seizure, through 
brain anemia, and this particular condition is most 
apt to be confused with congenital heart disease 
through the marked similarity in the clinical pic- 
ture. Roentgen therapy of the former will re- 
lieve the symptoms promptly with only a rare 
chance of recurrence. In congenital heart defect 
the prognosis is that of the disease itself. 

srain hemorrhage is the most common cause 
of convulsion in the new-born. It most  fre- 
quently occurs in prolonged, difficult spontaneous 
deliveries, in very rapid deliveries, especially if 
the child is somewhat premature, and in compli 
cated cases requiring, perhaps, repeated forceps 
application or the use of version and extraction. 
There is, of course, a group wherein no mechani- 
cal reason can be assigned, and these may, and 
often do, show evidence of hemorrhagic disease 
of the new-born. In early massive hemorrhage 
over the cortex, convulsions may supervene al- 
most immediately, but they are usually delayed 
for several days if there has been tentorial dam- 
age instead. Repeated lumbar puncture will often 
relieve the pressure and also confirms the diag 
nosis through the finding of a hemorrhagic fluid 
or one showing the yellowish discoloration of 
hemolyzed red corpuscles. It is customary to also 
inject whole blood intramuscularly in case bleed- 
ing has not ceased or that hemorrhagic disease of 
the new-born is present. One is very chary as to 
prognosis in brain hemorrhage, even with the 
cessation of convulsions, due to the frequent later 
development of mental defect, spastic palsies, or 
both. 

On occasion one encounters cases of profound 
jaundice in the new-born which closely resemble 
those of brain hemorrhage. It is very possible, in 
fact, that the convulsive attacks are due to minute 
hemorrhages widely scattered throughout the cor- 
tex. This group also offers a very gloomy outlook 
as to ultimate perfect function. 

Another disorder affecting the nervous sys- 
tem in the manner under discussion is that of 
sepsis. This usually finds its portal of entry at 
the umbilical stump, causing a peritonitis, septi- 
cemia, pneumonia, and death. 

A second group offering a distinctly more 
cheerful aspect may be classified under the spas- 
mophilic diathesis. There one is apt to find a 
lowered calcium content of the blood and is, per- 
haps, most typically represented by a state of 
tetany. There are, however, many degrees of 
spasmophilia from the mildest to the most severe. 
Response is prompt to the administration of cal- 
cium and at times to parathyroid extract. It is 
my opinion that the convulsion which initiates 
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so many of the acute infections in childhood is 
due to a spasmophilic tendency combined with an 
unstable nervous system (called frequently the 
neuropathic diathesis.) These attacks are usually 
single, and have no relation whatsoever to epi- 
lepsy. It is probable that convulsions ascribed to 
errors in diet, eruption of teeth, internal para- 
sites, etc., have a similar etiology. Through this 
excessive irritability of the nervous system, com- 
bined with a low blood calcium, explosions such 
as these can occur from comparatively slight in- 
sults. As the child grows older, the tendency is 
for such manifestations to become less and less 
frequent, finally disappearing entirely at from six 
to ten years. 

Kor many years it has been customary to desig- 
nate as meningismus or toxic meningitis those 
cases presenting evidence of cerebrospinal irrita 
tion, but with a normal or an approximately 
normal spinal fluid. In infants, convulsions from 
this cause are most commonly seen in pyelitis and 
otitis media, apparently being greatly influenced 
by the extreme degrees of temperature elevation 
which are observed. Meningismus is frequent in 
pneumonia during childhood, but offers a much 
graver prognosis as to life if accompanied by 
convulsion than the above mentioned infections. 

Convulsions in Older Children.—In older chil- 
dren convulsive seizures in the course of an otitis 
media usually indicate, not meningismus, but a 
definite complication in the shape of a septicemia, 
mastoiditis, brain abscess, sinus thrombosis, or 
meningitis. 

Acute infection of the central nervous system 
as typified by epidemic cerebrospinal meningitis, 
the various pyogenic meningitides, e. g., strepto 
pneumococcus, influenza bacillus, epi 
demic encephalitis and poliomyelitis may all pre- 
sent convulsion at any time in the course of the 
In tuberculous meningitis it is a con- 
stant finding near exitus. Naturally, in recovered 
cases of meningitis which present hydrocephalus 
as a sequela, convulsions, often repeated, are 
frequent. 

Jacksonian epilepsy is usually the result of irri- 
tation to the motor cortex, either occurring as 
the result of a birth hemorrhage with subsequent 
cystic or sclerotic change, following skull frac- 
ture, or as a result of meningitic or encephalitic 
scarring. While the convulsions of congenital 
lues, involving the central nervous system, are 
usually generalized, they are, on occasion, of the 
Jacksonian type. There is some hope offered by 
surgery in the above cases other than lues, but 
as a rule results are disappointing. 


cocecus, 


disease. 


Idiopathic epilepsy is divided into major and 
minor attacks and these may exist singly or com- 
bined. It is frequent to have the first attacks of 
the petit mal variety, true convulsive seizures 
appearing later. This is particularly so in early 
childhood. Later, near adolescence, nocturnal at- 
tacks may be the first observed. Should either 
petit mal or grand mal have its onset during the 
early school age and if attacks, through treat- 
ment, can be kept at a minimum, it is my opinion 
that there is a definite chance of recovery follow- 
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ing adolescence. If the first seizures appear at 
the latter period, however, the prognosis is not 
nearly so favorable. In any case, there is the 
greatest variation in the severity of the disease. 
This variation extends from a rare minor or 
major attack to almost constant convulsion or 
status epilepticus. In the mild forms there is 
little or no mental impairment, whereas in the 
more severe cases retardation is constant and 
progressive. 

A last type of convulsion in childhood must 
be mentioned as an occasional cause, namely, hys- 
teria. In an emotionally unbalanced child placed 
in a faulty environment, or at least in one to 
which he reacts badly, it is not uncommon to have 
a typical hysterical convulsion supervene on the 
slightest of pretexts. ol 

CLIFFORD SWEET, OAKLAND.—Doctors Flem- 
ing and Gelston have written so completely on the 
etiologic: al causes of convulsions in children that 
I need add nothing. I will attempt to emphasize 
some of the conditions with which the physician 
is faced when he is called upon to treat the child 
with acute convulsions. 

I purposely omit from my discussion those con- 
vulsions which have been repeated at intervals 
over a long period of time and are evidently 
chronic. By means of this omission [ exclude, 
except in rare instances, those convulsive seizures 
which are caused by organic lesions of the central 
nervous system such as birth injury, brain tu- 
mors, congenital developmental defect, and long- 
standing epilepsy. 

Clinically a sign of the greatest dependability 
is the presence or absence of fever r accompanying 
the present or previous attacks. If the patient’s 
history contains accounts of previous seizures the 
first question to ask is, “Did the convulsion ap- 
pear during a period of fever or was it followed 
by a sharp rise in temperature?” If the answer 
to the question is “yes,” and if the temperature 
has been taken, one can, in general, reasonably 
presume that he is not dealing with the group 
caused by organic defect or change in the central 
nervous system. This leaves for consideration by 
far the most usual type of convulsion seizure, 
namely, that which is a part of an acute infec- 
tious invasion. If the infection is within the 
meninges the cause of the convulsion is evident, 
but if located elsewhere the relation is not so 
clear. 

A complete physical examination should be 
made with especial attention to any change in the 
reflexes. If there is reason to think that meningi- 
tis may be present, lumbar puncture should be 
done at once. 

Since a high temperature so often accompanies 
the convulsion, it seems probable that the equi- 
librium of the nervous system may be upset by 
excessive fever. Therefore the application of 
treatment to reduce fever is logical. Prolonged 
immersion (thirty to sixty minutes by the clock) 
in a tub of tepid water or wrapping the entire 
body in an unwrung wet sheet with an ice cap 
to the head are the most effective means to be 
used for this purpose. 
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Many convulsions can be prevented if the 
mother or nurse is taught to use these hydro- 
therapeutic measures whenever the fever reaches 
103.5 degrees Fahrenheit in the course of an 
acute illness. 

Fever is, of course, the response of the body 
to toxin, so the question arises whether the con- 
vulsion is the direct result of the fever or the 
toxin. In either event the reduction of the con- 
centration of toxin within the body is desirable. 
This requires the introduction of fluids in large 
quantities into the tissues. In the treatment of 
any acute febrile disease this cannot be over- 
emphasized. Fluids by mouth, by rectum, sub- 
cutaneously and intravenously, should reach a 
high total with the purpose of diluting toxin and 
assisting in eliminating it from the body. Hyper- 
tonic glucose solution (10 per cent) intrave- 
nously, or (5 per cent) intra-abdominally if a 
vein cannot be entered, is of very great value. As 
is well known, hypertonic glucose solution intra- 
venously at once reduces intracranial pressure 
while at the same time furnishing fluid and 
readily available food. Clinically the introduction 
of a high concentration of glucose seems to re- 
duce toxemia, perh ips by draining toxin-bearing 
fluids from the tissues into the blood stream from 
which they are eliminated. From one to five hun- 
dred cubic centimeters, depending on the size of 
the child, can be safely introduced into a vein if 
not done too rapidly, while from two to five hun- 
dred cubic centimeters of physiological salt solu- 
tion can be given subcutaneously as frequently 
as absorption takes place. 

Sedatives are very useful in both treatment and 
prevention. For immediate relief chloroform in- 
halation is unequaled. Iéthyl chlorid inhalation 
(used with more caution than chloroform) is also 
useful. Chloral hydrate by rectum in starch water 
is dependable if given in sufficiently large doses. 
One should remember that the rectal dose of this 
or other drugs must be double that of the dose 
by mouth. To be effective five grains must be 
given to infants one to two years of age. Ten to 
fifteen grains of sodium bromid may be added 
for an additional sedative effect. 

While much stress has been laid on fever the 
convulsion sometimes precedes the fever in the 
onset of acute disease. Also a child with tubercu- 
lous meningitis may have a convulsion during an 
afebrile period. I once saw a child with epidemic 
cerebrospinal meningitis who had a convulsion 
but no fever at the time of examination, 

Much unnecessary unhappiness is caused by 
suggesting epilepsy to the parents of a child who 
has a convulsion which does not have any evident 
chronic basis. Care must be exercised not to 
make this suggestion inadvertently when inquir- 
ing if other members of the family have been sub- 
ject to convulsions in childhood. 

I have often speculated over the problem of 
one child having convulsions as a symptom of 
acute disease, while many others haying the same 
disease in perhaps more severe form are free 
from them. By analogy I compare them to sea- 


sickness. On a sea of given roughness some are 
ill, while others escape. 
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GREETINGS 
The New Year—Its Outlook—‘The Year 
1931.” It is here. CALIFORNIA AND WESTERN 


MEDICINE again extends the Greetings of the 
Season to its readers of the California, Nevada 
and Utah Medical Associations. 

That in 1931 there will be as much work 
ahead of the members of these three state medi- 
cal associations as in the years gone by, there can 
be little doubt; because incidence of disease and 
injury will not vary greatly from that in recent 
years, and the number of lay citizens who will 
seek the professional services of skilled physi- 
cians and surgeons will likewise be about the 
same. 

Regarding the economic rewards for the med- 
ical and surgical services which will be rendered 
we are not so certain, because when general eco- 
nomic conditions are below the average in the 
lay and business worlds, the number of patients 
who permit physicians to serve with lesser or 
even with no pay, usually increases. But at that, 
with good health, each of us will be able to have 
the privilege and joy which goes with service for 
human fellows. 

CALIFORNIA AND WESTERN MEDICINE wishes 
for every one of its readers the best of health for 

*Editorials on subjects of scientific and clinical interest, 


contributed by members of the California Medical Asso- 
ciation, are printed in the Medicine Today column, 


which follows. 
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the coming year, because good health is a splen- 
did foundation for efficient service, and efficient 
service in turn should bring its proper and de- 
served rewards. 

* * * 


A Public Office Is a Public Trust—To the 
newly elected officers of many of the county 
units of the state associations of California, Ne- 
vada and Utah, CALIFORNIA AND WESTERN MeEp- 
ICINE extends special wishes for successful years 
in the organized medicine efforts of their re- 
spective societies. The old saw—‘A Public Of- 
fice is a Public Trust”—applies equally to official 
positions in medical societies. In these days of 
rapid changes and transitions, officers of medical 
societies should realize that they have very spe- 
cial responsibilities to their profession and to 
their fellows. ach officer of a medical society 
should remember that for the time being he is 
one of the leaders and spokesmen of the medical 
organization which has honored him by election 
or appointment to office. Each such officer 
should resolve to not only measure up to a proper 
standard in the performance of his own particu- 
lar duties, but should resolve also to maintain 
cordial contacts with all fellow officers and mem- 
bers, so that the society which has honored him 
may be the better and stronger because of his 
official service. 

* * * 


A Kindly Outlook.—tLet us each also resolve 
that in the coming year we will live up to the 
ethical code of our guild in so far as may be 
humanly possible, and that in our work we will 
aim to not only serve efficiently as judged by the 
best standards of modern-day scientific medicine, 
but that we will strive also to maintain a judi- 
cial, kindly and generous poise in passing on the 
seeming delinquencies of some of our fellows. 
The admonitions contained in the Oath of Hip- 
pocrates may be taken to heart by all of us. If 
in good part we do these things, then the year 
1931, even though it go not down into history 
as one of the “prosperous economic years” of 
our country, nevertheless can be made to become 
to each of us as individuals, and in our group 
relationships to our professional fellows, a happy 
and prosperous year. Therefore, again from 
CALIFORNIA AND WESTERN MEDICINE, on be- 
half of each of its readers, to each of its other 
readers— 


A Happy and Prosperous New Year! 


CALIFORNIA MEDICAL ASSOCIATION 
CLINICAL AND RESEARCH PRIZES 


Reasons for Founding the Prizes Several 
years ago the Council of the California Medical 
Association, in an endeavor to provide a special 
incentive for younger members of the profession 
to participate in the scientific meetings of the 
annual sessions of the California Medical Asso- 
ciation, passed a resolution whereby two prizes, 
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one for a paper on a research study, the other for 
a paper on a clinical subject, would be annually 


awarded. 
* * - 


All Annual Session Papers Eligible —Because 
of the somewhat limited number of papers which 
were presented, it was decided more recently to 
make any paper which was read at an annual 
session eligible for consideration, when such 
paper was previously registered for consideration. 
The rules of procedure in prize awards may be 
had on application to the Association secretary. 
These rules have also been printed in CALIFORNIA 
AND WESTERN MeEpIcINE and in the 1930 Direc- 
tory of the California Medical Association. 


* * * 


Shall the Prizes Be Continued ?—Fach prize is 
for the sum of one hundred and fifty dollars. 
The prizes of the 1930 annual session at Del 
Monte were awarded to Drs. Bogen and Hara 
and were printed in the official journal (July 
CALIFOKNIA AND WESTERN MEDICINE, page 473, 
and September CALIFORNIA AND WESTERN MED- 
ICINE, page 628). CALIFORNIA AND WESTERN 
MEDICINE again calls attention to these prizes 
and urges members who can do so to cooperate, 
either by submitting papers of their own or by 
inducing other members to submit, reports and 
papers. The Council of the California Medical 
Association is anxious to maintain the prizes, but 
will feel warranted in so doing only if a suffi- 
cient number of members show an_ interest 
therein. In our Association of some five thousand 
members it should be possible to secure the suf- 
ficient coOperation necessary to continue these 
prizes. The blame for non-codperation would 
naturally rest somewhat more heavily upon the 
younger members of the Association. 


“CALIFORNIA MEDICAL ASSOCIATION 
DIRECTORY”—THE 1931 EDITION 


The Rosters in the California Medical Asso- 
ciation Directory.—Some time in January a copy 
of the 1931 edition of the Directory of the Cali- 
fornia Medical Association will be mailed to each 
member. Some comments on this important pub- 
lication may be in order. 

Our Directory is intended primarily to give a 
roster of the entire California Medical Associa- 
tion membership. This is done in two ways, 
namely, through an alphabetical index of the en- 
tire state society membership, and through an 
index of members in component county socie- 
ties, also arranged alphabetically. 

Many members who use these rosters do so as 
a matter of such ordinary course that they fail 
to appreciate the convenience and saving of time 
and effort which are made possible by these 
printed lists of members which our Association 
annually places on our desks. If this usefulness 
did not so constantly exist, it is a question 
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whether the state association would wish to ex- 
pend so much of its funds for this particular 


publication. 
* * *x 


A Larger General Information Section—lIn 
addition to the rosters, this year’s Directory will 
present more than the usual amount of printed 
matter in its foreword or general information 
section. It is hoped that the presentation of this 
additional information will so commend itself to 
California Medical Association members that the 
officers of the Association will feel justified in its 
continuance. 

There is naturally a complete list of officers, 
not only of the California Medical Association, 
but of associated activities such as the state 
boards of health and medical examiners. In- 
formation concerning the annual clinical and re- 
search prizes, and of publication rules and sug- 
gestions for papers intended for CALIFORNIA 
AND WESTERN MEDICINE are also given. A list 
of county, state and federal hospitals in Califor- 
nia with bed capacities of each is also printed. 

From one of the publications of the Medical 
Society of the State of New York the principles 
of professional conduct and other matter is re- 
printed. An interesting article from the legal 
counsel of the Los Angeles Orthopedic Hospital, 
on “Refreshment of Memory” in medico-legal 
cases is also presented. There are also tables 
giving list of state society presidents, of total 
state society membership in recent years, of 1930 
county society membership. Licentiate totals for 
different counties are also printed. 


* * * 


Some History of Fifty Years Ago.—The Coun- 
cil granted the request of the state association 
committee on history, that some space be given 
to a presentation of historical material. It is a 
sad but none the less necessary confession that in 
spite of a state association career that started as 
long ago as March 12, 1856, that the historical 
information in the files of the Association is 
very sparse. However, that condition only makes 
more necessary the early and active beginning in 
the collection of California Medical Association 
memorabilia, 

In the 1931 directory will be printed a con- 
siderable number of excerpts of one of the first 
directories of our association, namely, that of 
some fifty years ago, of the year 1878. Since 
only a few members have access to the directory 
of that year, it seemed fitting that its contents be 
so excerpted that somewhat of the problems and 
the outlook of organized medicine of that period 
might be the better appreciated by our present- 
day members. Attention is called to this portion 
of the Directory in the hope that sufficient inter- 
est may be created therein so that members of the 
California Medical Association will give them- 
selves the pleasure of reading these historical ex- 
cerpts from the days of a half century ago. A 
photo cut of the old Toland Hall of the Univer- 
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sity of California Medical Department is repro- 
duced. Likewise two small cuts which were used 
to better portray the text of “tonics” from the 
advertising pages. Those two cuts show how 
advertising illustrations, with other things, have 
progressed in the last five decades. 


* * * 


Every Component Society Should Compile a 
Brief County Society History in 1931.—We can- 
not leave this topic of medical history without 
urging the officers of every county medical society 
to appoint a special committee on history, the func- 
tion of which would be to compile during the com- 
ing year at least a skeleton outline of the organiza- 
tion and subsequent career of their respective 
organization. If, for instance, a complete list of 
county society officers, year by year, were com- 
piled, that would make an excellent beginning, 
because with such information at hand the state 
committee on history would be in position to turn 
to still living officers of former days, and secure 
narrative and other information concerning the 
past. Such a sketchy historical outline for each 
county medical society would make an interest- 
ing addition to the California Medical Associa- 
tion directory of the year 1932. In such a local 
committee on history, in addition to one or two 
older members, it might be desirable to appoint 
one or more younger members who could go 
through the minute books and other records and 
so make compilations of the list of officers and 
other data. 


Pride of Organization and of Family Go To- 
gether.—Pride of organization is as commendable 
as pride of family. The material for an authori- 
tative history of the California Medical Associa- 
tion should have been gathered some time ago. 
However, it is still not too late, if each component 
county society will at once coOperate as above 
indicated. Such an expression of internal devel- 
opment, if successfully carried out from Del 
Norte County in the north, to Imperial and San 
Diego in the south, would make the year 1931 
one to be remembered in the historical annals of 
the California Medical Association. It is a 
worthy cause and work, and if we leave it undone 
it will be a reflection on us for which our suc- 
cessors will probably reproach us. 


FEDERAL LEGISLATION IN AID OF 
MATERNAL AND INFANT WELFARE— 
THE SO-CALLED SHEPARD- 
TOWNER ACTS 


The Notable Record of the United States Pub- 
lic Health Service—The United States Public 
Health Service has long been in existence and is 
widely known as one of the efficient arms of our 
national government. It has a record of able 
service which other governmental services would 
find difficult to match. Its most creditable record, 
decade after decade, in all phases of public 
health work from the beginning has been 
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founded in very large part on a departmental per- 
sonnel of high standard. From its inception the 
medical men who have guided the destinies of 
this important department of our national gov- 
ernment have given of themselves most gener- 
ously, and through their special professional 
training have been in position to render excep- 
tional service to the public. 

With such a consistent record of successful 
achievement in the past, would it not be fair and 
logical to assume that this well-organized depart- 
ment, which, as its name and its present organi- 
zation imply, has a natural custodianship and 
supervision over national public health interests, 
would be able to meet future responsibilities in 


fullest measure ? 
+ + + 


The So-called Shepard-Towner Legislation for 
Maternal and Infant Welfare—The above, by 
way of introduction to some comments on certain 
public health legislation known as the Shepard- 
Towner Act and its successors, which bills might 
be outlined in calendar sequence somewhat as 
follows: 

Phase 1. The Original Bill (so-called Shepard- 
Towner Act) approved November 23, 1921. (This 
Act by its terms was to become inoperative June 30, 
1927.) 

Phase 2. Extension Period for Above Act. (This 
vas passed by the Sixty-ninth Congress as a result 
of an intense propaganda and fight, and was for an 
extension period of only two years, to end June 30, 
1929.) 

Phase 3. This phase is still pending, and is repre 
sented by several proposed Acts now before Con- 
gress, and which merit the serious attention of the 
medical profession, as follows: 


(a) The Jones-Cooper bills (Senate No. 255; House 
R. No. 1195—this measure has already had Senate 
hearings). 

(b) The Cooper-Robson bills (Senate No. 4738; 
House R. No. 12995). 

If you are interested, and you and your society 
should be, you should write to one of your sen- 
ators for copies of the above senate bills, and to 
one of your representatives for copies of the above 
house bills. A list of the United States Senators 
and Representatives from the states of Califor- 
nia, Nevada and Utah is printed in the legislation 
column of this number of CALIFORNIA AND 
WESTERN MEDICINE (see page 70). 


.* & 


Some of the Purposes of the Original Shepard- 
Towner Act.—The original Shepard-Towner act 
(elapsed November, 1927), and its successor 
(elapsed in 1929) was intended to promote the 
development of public health work referred to as 
“maternal and infant welfare” by offering fed- 
eral funds for such work to states of the Union 
which would meet in equal amounts the federal 
allocation of funds for such work, provided the 
work was carried on in accordance with rules 
laid down by the federal authorities. The work 
was carried on through the “Children’s Bureau,” 
which is a federal government activity or bu- 
reau having a place in the United States Depart- 
ment of Labor. 
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This “Children’s Bureau,” which deals with 
these important maternal and infant welfare 
problems (which in their public health aspects 
have been largely studied or solved by physi- 
cians) is a bureau whose executives are nearly 
all lay citizens. With the earnestness of purpose 
of these lay executives issue is not taken. But 
with the desirability of permanently placing so 
important a public health work and effort as the 
reduction of maternal and infant morbidity and 
mortality under such lay domination, instead of 
under supervision and guidance by the trained 
medical personnel of the United States Public 
Health Service, issue may very well be taken. 


* * * 


The United States Children’s Bureau Partakes 
of a Bureaucracy.—Leaving out of discussion, 
for the moment, the assumption of this work by 
the lay employees and executives of the United 
States Children’s Bureau who found places for 
themselves when the original Shepard-Towner 
Act became a law, and who in the years that have 
since intervened seem to have used a considerable 
portion of their energy in building up their spe- 
cial bureaucracy in an endeavor to make it a per- 
manent organization (even though Congress de- 
creed that it be “after June 30, 1929, of no force 
and effect”), the question may well be asked by 
what standards these lay executives hope to prove 
to themselves and to the country that this work 
in the long run could be better done by them 
than by the professional personnel of the United 
States Public Health Service. 


* * &* 


The Invasion of State Rights by these Acts. 
\n additional argument against the Shepard- 
‘Towner and its successor acts rests upon the fact 
that the appropriations for this lay bureau are so 
made that they may be said to be a paternalistic 
invasion of state rights, in that states not sub- 
mitting to the provisions laid down by the Chil- 
dren’s Bureau are in good part deprived of co- 
Operative monetary aid. In other words, non 
compliance to the fiats of the lay Children’s Bu- 
reau of the United States Department of Labor 
brought punishment to such states through almost 
complete withdrawal of federal aid maternal 
and infant welfare. 


The Revived Act in a December 8, 1930, 
Hearing.—I\t may be of interest to note that the 
Jones-Cooper bill in its Senate form (S. 255) 
came up for consideration on December 8, on 
the unfinished business docket of the Senate. The 
new bill was sponsored and defended by Sen- 
ators Jones of Washington and Shepard of 
Texas, and was criticized and objected to by 
Senators Phipps of Colorado and Tydings of 
Maryland. These Jones-Cooper bills (S. 255, 
H. R. 1195) are the particular present bills which 
in the Senate and House of Representatives have 
the best opportunity for passage. Members of 


the California, Nevada and Utah Medical Asso- 
ciations who wish further information thereon 
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are referred to the minutes of the House of Dele- 
gates of the American Medical Association as 
passed at the Detroit, June 1930, annual session, 
and . published in the Journal American Med- 
ical Association and in the American Medical 
pee iation Bulletin (the November 1930 num- 
ber of the American Medical Association Bul- 
letin gives an excellent survey of the recent sit- 
uation ). 


How California, Nevada and Utah Might Co- 
Operate —Component county societies, and mem- 
bers of the California, Nevada and Utah Medical 
Associations who believe such maternal and in- 
fant welfare public health work should be placed 
under the United States Public Health Service 
instead of under a self-perpetuating lay Chil- 
dren’s Bureau of the United States Department 
of Labor, should write to their respective United 
States Senators and Representatives, giving the 
senate and house numbers of the Jones-Cooper 
bills. (For list of congressmen see the Miscellany 
column of this issue, page 70.) 

Well-trained physicians presumably have ex- 
pert knowledge of public health needs and work. 
We can therefore very properly call attention to 
the inadvisability of reviving the maternal and 
infant welfare work along such lines and under 
such control as is contemplated in the Jones 
Cooper bills (S. 255, H. R. 1195). We can also 
very properly point out that appropriations for 
such maternal and infant welfare work can be 
most judiciously and efficiently expended through 
the medical officers of the United States Public 
Health Service, which latter allocation of funds 
and superintendence is also free from the dangers 
of a hureaucracy and of over-paternalistic fed- 
eral intervention into the rights, needs and _ re- 
sponsibilities of the individual commonwealths of 
these great United States. 

There is a pli ice for everything and everything 
should be in its proper place. The public health 
problems incident to maternal and infu welfare 
have a very logical and proper place in the United 
States Public Health Service. Let us, each of us, 
do our part in trying to place them there. Write 
your senators and representatives to that effect. 


Tannic Acid in Burns and Scalds.—This is being 
reported as an enormous improvement over the older 
methods of treatment by picric acid and _salines. 
Herzfeld (Practitioner, February 1929), claims that in 
his experience the percentage mortality has dropped 
from 38 to 9 per cent and that this alone would jus- 
tify its use, To be of benefit it must be applied within 
twelve hours after the accident before toxemia sets 
in. Its application is painless; it prevents absorption 
and local sepsis; and it permits healing with minimum 
scar formation. How it acts is as follows: It pro- 
duces a local coagulum over the raw surface and thus 
renders the products of the burns insoluble and in- 
capable of absorption. Healing goes on undisturbed 
underneath the coagulum and once an effective coagu- 
lum is formed no further dressings are necessary. It 
is applied as 2.5 per cent solution in distilled water 
and must be freshly prepared. In severe cases the 
usual treatment for shock and collapse must precede 
the application of this remedy.—Bulletin South Indian 
Medical Union, July 1930. 
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awlow’s Work and Its Clinical Possibili- 
mo Just before his coming to this country, 
the writer of these lines had the opportunity, 
together with a group of other physicians, to visit 
the physiological laboratories at the Institute of 
Iixperimental Medicine in Leningrad, which is 
directed by Professor Pawlow, well known for 
his theories and experiments on conditioned 
reflexes. 

The professor’s assistants received the visitors 
very cordially and showed them around the vari- 
ous sections of the laboratories, giving them the 
most detailed explanations on each and every 
phase of the work conducted by the Institute. 

Then Professor Pawlow appeared and joined 
the group. With a great deal of enthusiasm he 
explained to the visitors, in detail, the mecha- 
nism of conditioned reflexes, their meaning and 
practical importance, and in passing, he also men- 
tioned the role they play in establishing body 
immunity and its entire significance from the 
point of view of reflex activity. 

How simply and clearly were the most compli- 
cated problems of biology and physiology solved 
by this distinguished savant ! 

Immunity, the professor explained, is a type 
of response on the part of the organism to certain 
stimuli, which reach the body cells after their 
introduction into the blood stream. 

This reaction or response is no more than a 
reflex. 

In this connection quite interesting experiments 
were performed on guinea pigs. They were sub- 
jected to a type of protective vaccination for a 
period of several days and each vaccination was 
accompanied by some definite external stimulus 
like scratching of the skin. The vaccination and 
the scratching were discontinued after the immu- 
nity had been established. 

It occurred then, that after a period of time in 
which the immunity was lost, the mere scratching 
of the skin re-established immunity just as well 
as the vaccination alone had previously done. 

Guinea pigs that were previously subjected to 
a protective vaccination with simultaneous exter- 
nal stimulation survived a dose of cholera vibrio 
which was definitely fatal for those guinea pigs 
whose vaccinations were not accompanied by 
scratching. Thus the external stimulation of the 
skin brought about a definite reaction in the 
guinea pigs; in other words immunity was estab- 
lished by conditioned reflex. 

Certain other experiments indicate that exter- 
nal stimulations may also produce some ill effects. 

After dogs are injected with morphin several 
times so as to produce symptoms of slight poison- 
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ing, the injection of water alone, or the mere 
appearance of the experimentator in his usual 
garment, will produce the same train of symptoms. 

The idea of conditioned reflexes, and its meth- 
ods of application in explaining phenomena of 
behavior and function, was first presented to the 
scientific world by Pawlow in 1901. 

Thanks to this method, it became possible, for 
the first time, to explain the physiology of the 
cortex of the human cerebrum on a purely objec- 
tive and strictly scientific basis. 

It has been proved that the cortex of the cere- 
bral hemispheres, as well as the other parts of 
the central nervous system, functions on the 
principle of reflexes with this difference, that the 
reflex activities of the lower levels occur as in- 
born and fixed reactions during the whole life of 
the animal, while the reflex activity of the cortex 
is labile and with changes of the environment, 
formerly established reflexes may be profoundly 
modified, and even cease to function. 

The principle of conditioned reflex formation is 
based on the establishment of a series of synaptic 
connections between two points of the cortex 
which are in a state of excitation. When a dog 
is fed at the ringing of a bell there is established 
a connection between the auditory and gustatory 
centers of the brain. After several simultaneous 
presentations of the food and auditory stimulus, 
the auditory stimulus alone will elicit the salivary 
reaction; that it is a conditioned food reflex has 
been established. If, however, the ringing of the 
bell will not be reinforced by food, the estab- 
lished conditioned reflex will be disrupted. If a 
bell which has a different pitch and is unaccom- 
panied by a food stimulus is presented to the dog 
in alternate order with the first bell which is 
accompanied by food stimulus, then a differentia- 
tion between the two kinds of bells will be estab- 
lished in the animal’s cortex. This differentiation 
is brought about by the inhibitory activity of the 
cortex. 

Thus the activity of the brain consists of 
processes of excitation and inhibition, their move- 
ment along the fibres of the cortex, their mutual 
influences and the analyses and syntheses of the 
ingoing and outgoing stimuli. 

Professor Pawlow is now working on the prob- 
lems of applying his principle of conditioned 
reflex to the study of psychiatry. 

Some mental disorders he considers to be due 
to a process of cortical inhibition the physiology 
and pathology of which he discusses in detail. 

To a more extensive process of cortical inhibi- 
tion belongs, according to Professor Pawlow, the 
phenomenon of sleep. 
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3y his experiments on animals he succeeded in 
showing that the various phases of the hypnotic 
state occurring between waking and sleep repre- 
sent various degrees of intensity of the spread of 
cortical inhibition. 

Schizophrenia in its different phases and varia- 
tions, for instance, he considers to be a type of 
chronic hypnosis, the presence of which may be 
explained by the individuals’ inherited, or ac- 
quired weak nervous systems. 

Under certain conditions, such as much excite- 
ment or excessive stimulation, this weak nervous 
system soon reaches the point of exhaustion 
which, according to Professor Pawlow, is the 
most important physiological factor in causing 
the subsequent invasion and spread of the cor- 
tical inhibitory processes. The latter, Pawlow 
believes to have a protective value, for it is by this 
inhibition that the cortical cells have time to 
recover from the injuries caused by excessive 
function. 

Thus he considers chronic hypnosis to be both 

pathologic and physiologic process. The process 
; pathologic in the sense that it interferes with 
he normal mental activity of the individual, and 
ihysiologic in the sense that it preserves the 
ortical cells from impending injury due to exces- 
:ive function, 

An understanding of Professor Pawlow’s re- 
iearches would prove of inestimable value to the 
uberculosis specialist, for we know of what great 
importance to the tuberculous patient are his 
humoral and cellular powers of immunities, the 
fluctuations of which depend both on external 
and internal factors. Not less significant is the 
patient's symptom complex, which accompanies 
and follows the first defeat in his fight with the 
infection. The symptom complex includes such 
complaints as depression, poor appetite, nervous 
indigestion, headaches, insomnia, excessive per- 
spiration, etc., all of which are instrumental in 
depleting the body defenses. While these symp- 
toms surely originate from the general body 
toxemia, yet they are much more intensified by 
the psychoneurotic and psychasthenic condition 
in which such patients invariably find themselves. 
Thus, the physician is confronted not only with 
the problem of treating a specific tuberculous 
lesion and increasing the patient’s immunity, but 
also with the problem of alleviating his functional 
nervous disorders. 

Pawlow has succeeded in demonstrating by his 
experiments that the condition of immunity, appe- 
tite, sleep, digestion and even assimilation, may 
be modified by the establishment of properly 
selected conditioned reflexes. He thus offers a 
new and simple method of approach to the solu- 
tion of these vital problems on medicine. 


Despite his age, which is more than four score, 
this world-known scientist is still carrying on his 
work and indefatigably laying out new paths in 
the world of medicine. 


CHARLES RUBENSTEIN, Duarte. 
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onoperative Management of Ureteral 

Calculi.—Since Bransford-Lewis, in 1904, 
first introduced his instrument for the manipula- 
tion of ureteral stones, many have persistently 
endeavored to remove as many ureteral stones 
as possible by cystoscopic means. Such endeavor 
was accelerated markedly in 1921. Since then 
cases of successful nonoperative removal of ure- 
teral stones have been reported in ever-increasing 
numbers, the largely dependable method being the 
slow dilation of the ureter by the introduction of 
increasing larger catheters. 

The bloodless or conservative treatment is suc- 
cessful in a large number of cases of ureteral 
stones. According to Covisa and Lafferty, 93 to 
96% per cent of all ureteral stones pass spontane- 
ously either with or without the aid of the cysto- 
scope. If all authors are not able to adduce such 
favorable figures, yet a conservative treatment is 
indicated when the size and shape of the stone 
offer hope of a spontaneous evacuation and when 
the condition of the corresponding kidney or the 
general condition of the patient does not demand 
heroic measures. 

Nonoperative measures for removal of ureteral 
stones are being more and more employed. For 
the rapid improvement in the instruments avail- 
able to urologists, has made it possible to obtain 
in a great number of cases gratifying results by 
dilating and otherwise manipulating the ureter 
through the bladder, rather than by resorting to 
laparotomy which in the past has so frequently 
proven both dangerous and unsatisfactory, due to 
peculiarities of the structure of the ureter and its 
somewhat inaccessible location. 


Ureteral dilation is the most common and suc- 
cessful method for extraction of calculi, since 
stricture of the ureter is the chief factor in 
retention of the calculus. Sometimes a stone 
lodged in the upper ureter may be pushed upward 
into the kidney pelvis by means of an olive-tip 
bougie, and the strictured section of the ureter 
which has prevented passage downward can then 
be dilated sufficiently to permit free descent. A 
stone pushed upward into the renal pelvis has a 
tendency to drop again to the site of original 
obstruction. After the lower part of the ureter 
(including the strictured area) is sufficiently 
dilated at several successive sittings, the stone 
finally enters the bladder, from which it can be 
removed by forceps or by crushing and washing 
out the fragments. Sometimes the repeated dila- 
tion of the ureter permits the calculus to descend 
to a point not far from the vesical opening. The 
patient will readily submit to the inconvenience 
of repeated cystoscopies, as long as he realizes 
that a laparotomy and protracted stay in the hos- 
pital can be thus avoided. By injections of a few 
cubic centimeters of 2 per cent solution of novo- 
cain, at the point where the stone becomes im- 
pacted, the surrounding tissue is relaxed in four 
to five minutes. This relaxation may permit pass- 
ing a catheter beyond the stone, through which 
five to ten cubic centimeters of sterile oil can be 
injected. The patient is put to bed and large 
quantities of water are given to increase diuresis. 

























































In some cases mobilization of the stone can be 
accomplished by the following method: A long 
whalebone ureteral filiform with a very small, 
olivary tip, is threaded through a No. 7 ureteral 
catheter which has been cut off four inches 
shorter than the filiform, and this combination is 
passed through the cystoscope. The filiform is 
first inserted very gently and carefully into the 
ureter and passed well above the stone. The cath- 
eter is then advanced along the filiform and, with 
filiform as a guide, is pushed strongly up the 
ureter and past the stone. The filiform is then 
withdrawn, leaving the catheter in place to drain 
the hydroureter and through which to inject olive 
oil as an aid in the expulsion of the stone. The 
above mentioned procedure, unless the first at- 
tempt is crowned with success, can be repeated 
at two to three days’ intervals, the size of the 
catheter being gradually increased. When size 
No. 14-French has been used without success the 
condition should be regarded as surgical, and no 
further manipulation should be undertaken. 

Karly 


removal ureteral stones is important 
since 


long continued obstruction may eventually 
lead to a more or less rapid and always fatal 
destruction of the corresponding kidney. We 
should bear in mind that even a small stone of 
irregular shape may finally adhere to the ureteral 
wall and in time cause anatomo-pathologic alter- 
ations of the wall and so lead to impaction with 
all its dangerous consequences. 

Efforts to deliver stones by various cystoscopic 
manipulations should not be carried to a point 
where there is a great danger of such complica- 
tion as suppurative pyelonephritis (with multiple 
cortical abscesses) occurring. Cases in which 
there is marked infection should be treated by 
ureterolithotomy rather than by manipulation, as 
well as cases of stones of more than one and one- 
half or two centimeters in diameter, that are 
known to have been present for a considerable 
period of time. 

According to Jeanbreau, 51 per cent of the 
stones which do not pass become lodged in the 
juxta vesical portion of the ureter, wherefrom 
they can be extracted without an open operation, 
just by widening the vesical outlet of the ureter, 
which is best attained by splitting the ureteral 
orifice. [or this purpose the knife, scissors or 
cautery-electrode may be used. The advent of 
the operating cystoscope and its accessory instru- 
ments has made ureteral meatotomy a_ fairly 
common and easy procedure, almost exclusively 
an intravesical cystoscopic manipulation, entirely 
safe and void of untoward complications espe- 
cially when electrocoagulation is employed. This 
procedure hastens the removal of a stone too large 
to pass into the bladder and held in the ureter 
just inside the orifice or slightly above it. 

Reviewing the literature on the subject in ques- 
tion it is safe to state that most of the ureteral 
stones may be safely treated by dilation and other 
nonoperative manipulations of the ureter, which 
relieve strictures and other obstructive causes. 

As recurrences of calculi are fairly frequent, 
assisting the passage of the stone by manipulation 
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is a safer and more rational procedure than open 
operation with the risk of a postoperative ureteral 
stricture. 

Dilation and manipulation is in line with the 
trend towards conservation of renal function. 
S. I. Movirr, 


Los Angeles. 


Isometric Contraction of Skeletal Muscle 
PART I1* 


MECHANICS OF CONTRACTION AND 
RELAXATION 


1. Mechanical Events. 


In Fulton’s records of the mechanical respons¢ 
an abrupt discontinuity or angle is characteristic. 
The more recent studies of Cooper and Kccles,' 
using the frictionless myograph of Eccles and 
Sherrington,’’ do not show this phenomenon. 
The curve of contraction is smooth throughout, 
its essential features being: 

1. An increase of tension beginning one sigma 
(1/1000 second) after the initiation of the elec- 
trical response (with no intervening “period of 
rigidity” ) 

2. A short period of upward concavity, fol- 
lowed by an upward convexity. 

3. Relaxation from the curved summit gradu- 
ally passes into a curve which is concave upward. 
There is no sign of plateau or angle. 

Cooper and Eccles suggest that the summit of 
the curve be used as a point of reference, taking 
the place of Fulton’s “angle.” 

2. Thermal Events. 

By the use of precision apparatus, A. V. Hill '* 
has shown that the heat production consequent 
upon muscle function takes place in at least two 
definite phases,’® the initial heat, which is an 
aérobic, and the recovery heat, which is largely 
aérobic. While most of Hill’s experiments have 
involved direct muscle stimulation, this does not 
make the thermal events atypical, since Hartree 
has shown that the heat production is identical 
in time course and in quantity, whether produced 
by direct or motor nerve maximal stimulation.*° 

The initial heat production occurs early in con- 
tractile activity; the delayed or recovery heat is 
produced even after relaxation is complete. 

The close relation of electrical, mechanical and 
thermal responses has already been indicated. 

3. Chemical Events. 

Recent researches indicate that the chemical 
processes of muscle function are numerous and 
complex. The classic experiments of Fletcher 
and Hopkins ** showed clearly that lactic acid is 
produced in muscle function and in anaérobic 
survival, and disappears in the presence of oxy- 
gen. Meyerholf’s extensive studies have shown 
that when lactic acid is formed under 


anaérobic 





_ * Part I of this contribution to this column was printed 
in the December number of California and Western Medi- 
cine, page 899. 
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conditions in the excised skeletal muscle of the 
frog ** or of the rat,** there disappears an equiva- 
lent quantity of glycogen, This is also the case 
in the excised skeletal, heart and stomach muscles 
of the tortoise, and the abdominal, skeletal and 
cardiac musculature of the crayfish.** * 

There is some evidence that lactic acid can be 
derived from other sources than glycogen. Boy- 
land’s ** work suggests that in the cardiac muscle 
of the pig, inisitol serves as a precursor for lactic 
acid, while Hines, Katz, and Long ** were unable 
to find enough glycogen in the cat’s heart to 
account for the production of lactic acid, which 
is in accord with the findings of Bayliss, Muller, 
and Starling ** on the heart-lung preparation of 
the dog. The researches of Olmsted and co- 
workers are interesting in this connection,”* since 
they show that under some circumstances lactic 
acid is produced without concomitant change in 
glycogen. 

There is direct evidence that glucose can serve 
as a precursor of lactic acid in the case of ex- 
cised frog muscle.*® 

The immediate precursor of lactic acid in 
muscle is probably hexose monophosphate.*? *! 

There is, then, abundant evidence that lactic 
acid is produced in the resting and functional 
metabolism of muscle (quantitative differences 
only obtain between these two types of activity) .°* 
That this production is significant in contraction 
is indicated by the finding of Meyerhof ** that, 
in the case of excised frog skeletal muscle, the 
total tension developed on stimulation is directly 
proportional to the quantity of lactic acid pro- 
duced. Redfield and Medearis found the same 
relation in turtle heart muscle.** 


further, the heat produced in muscular con- 
traction can be ascribed almost altogether to the 
lactic acid cycle.** This is also true of the heat 
produced in anaérobic survival in oxygen-free 
Ringer’s solution,®*® while the recent investiga- 
tions of Hartree suggest that the same chemical 
reaction causes both the mechanical work and the 
heat production of muscular contraction.*?  [vi- 
dently lactate metabolism is fundamentally re- 
lated to muscle function. 

The formation of lactic acid in muscle appears 
to be a self-limiting reaction.*® ** The changes in 
acidity occurring in muscular contraction are 
small on account of the presence of effective 
buffers.*° 4° 

We have seen that there is much evidence that 
initial heat production in muscle is consequent 
upon the production of lactic acid,*® and the find- 
ings of Hartree and Hill *! and of Gasser and 
Hill ** suggest strongly that this reaction occurs 
in the early or contractile stages of the mechani- 
cal response. Just how lactic acid causes the me- 
chanical shortening of muscle is a matter of 
rather wide speculation. Several theories are de- 
tailed in Fulton’s monograph.* 


During this time there also occurs an hydro- 
lysis of phosphocreatin ** and a formation of am- 
There are also 


monia from adenylic acid.** * 
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changes in the pyro- and ortho- phosphate ratio. 
The mechanical significance of these changes is 
not clear at present. 

In the relaxation period (which, like the period 
of contraction, involves chiefly anaérobic re- 
actions ) the lactic acid formed during contraction 
is neutralized by the several buffer mechanisms 
present. 

Recovery. 

1. Thermal aspects: l*ollowing the completion 
of relaxation there is a heat production in muscle 
which, unlike the initial heat, is chiefly aérobic,*® 
although some one-sixth of the aérobic value can 
be realized in the absence of oxygen.*® 

2. Chemical aspects: The researches of Hill 
and Meyerhof have shown that the lactic acid 
formed during contraction is in part oxidized and 
in part reconverted to glycogen during the period 
of recovery. According to Meyerhof,*’ the ratio 
of lactic acid oxidized to lactic acid resynthesized 
is 1:4.7. It is probable that in the functional 
metabolism of excised muscle only carbohydrate 
is burned,*® *7 although much evidence indicates 
a more diverse mechanism in muscle in situ.** 

The mechanisms of recovery oxidation will be 
considered in more detail in a subsequent paper. 

Both phosphocreatin and adenylic acid are also 
resynthesized in the recovery period, and the 
muscle is thus made ready to function again. 
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The annual business meeting of the Contra Costa 
County Medical Society was held at the Hotel Car- 
quinez, Richmond, November 18. The members of 
the society were hosts to the Woman’s Auxiliary 
before their respective meeting was held. 

The annual report of the secretary-treasurer was 
read and accepted. The attendance at the scientific 
meetings held throughout the year was considerably 
larger than in previous years. The membership of 
the society remains unchanged, the delinquent and 
transferred members having been made up by new 
members. The round-table discussion was conducted 
regarding vital problems of interest to the society. 
Central supervision of school nurses, inspection of 
milk, laboratory facilities, meat inspection, and public 
health matters throughout the county are some of 
the activities in which the society will strive to in- 
terest itself during the coming year. A committee 
composed of Doctors McCullough, Feldman, and 
Weil was appointed to make the preliminary survey 
of the existing conditions along these lines in the 
county. Their report will be made at the January 
meeting at which time a definite program of action 
will be mapped out. 

The election of officers for the year 1931 was then 
held, with the following candidates all elected unani- 
mously: Dr. W. A. Rowell of Crockett, president; 
Dr. Rosa Powell of Richmond, vice-president; Dr. 
L. H. Fraser of Richmond, secretary-treasurer. 


Dr. P. C. Campbell of Richmond was elected censor 
for the three-year term, replacing Dr. H. L. Car- 
penter of Richmond whose time expires January 1. 


The application of Dr. H. W. Stirewalt of Concord 
for membership in the society on a transfer from 
San Francisco County was referred to the board of 
censors, 

The date of the annual banquet was set for De- 
cember 6, and the following committee appointed: 
Doctors Bishop, Clara Spalding, Feldman, and Weil. 

It was the consensus of those present that a dinner- 
dance and entertainment again be put on, as last 
year’s party was the most successful ever held. 
Crockett was voted the place of choice for this 
banquet. 


The following members were present: Doctors 
Campbell, Healy, Vestal, Bishop, Blake, Powell, Car- 
penter, Feldman, Clara Spalding, J. W. Bumgarner 
and Fraser, all from Richmond; Doctors Rowell and 


McCullough from Crockett; and Doctor Weil from 
Rodeo. 


* * * 


The annual banquet of the Contra Costa County 
Medical Society was held on Saturday evening, De- 


cember 6, at the Hotel Carquinez, Richmond. A 
wonderful dinner was followed by a lengthy program 


*For a complete list of general officers, of standing 
committees, of section officers, and of executive officers 
of the component county societies, see index references 
on the front cover, under Miscellany. 
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of professional entertainment, and general dancing 
was enjoyed later. There was a large representation 
from the dental association, the invited guests of the 
medical society. All eligible nonmembers had been 
invited to attend and they were well represented. 
The approprite Christmas decorations were efficiently 
handled by the ladies of the auxiliary. A total of 
fifty-seven persons, fifteen of whom were members, 
enjoyed what was voted the most entertaining and 
the largest function ever held by the society. Dr. 
U. S. Abbott of Richmond acted as toastmaster. Ap- 
propriate talks were made by Dr. G. A. Boehmer, 
president of the Dental Association; Mr. Tsar N. 
Calfee, deputy district attorney; Dr. J. W. Bum- 
garner, the retiring president; Mrs. C. R. Blake, 
newly elected president of the Woman’s Auxiliary; 
and Dr. W. A. Rowell, incoming president of the 
society. L. H. Fraser, Secretary. 


we 
FRESNO COUNTY 


The regular meeting of the Fresno County Medical 
Society was held after dinner at the Californian Hotel, 
December 2. Forty-five members were present. 

After reading and approval of the minutes, the 
president recommended the appointment of a sub- 
committee on medical economics to act on the com- 
mittee of Dr. J. H. Graves. The following committee 
was appointed: A. E. Anderson, J. D. Morgan, and 
E. R. Scarboro. 

The auxiliary committee on Public Policy and 
Legislation were appointed: T. W. Madden, C. A. 
James, and N. J. Dau. Alternate, D. H. Trowbridge. 


The report of the nominating committee by Dr. 
D. I. Aller was read, and the following were nomi- 
nated: Frank Tillman, president; N. J. Dau, first vice- 
president; W. F. Stein, second vice-president; E. R. 
Scarboro, secretary; E. J. Schmidt, assistant secre- 
tary. Delegates to the House of Delegates: D. I. 
Aller and Guy Manson. Alternates, A. E. Anderson 
and C. O. Mitchell. 


It was moved by Doctor Hare, seconded by Doctor 
James, and carried, that these candidates be unani- 
mously elected to the respective offices. 


President Schottstaedt directed the Library Com- 
mittee to meet with the board of supervisors and 
determine if it were possible to keep the room con- 
taining the medical library open throughout all library 
hours and report back to the society. 


On motion of Collins, seconded by James, a wire 
of regret was authorized sent to Dr. J. M. Frawley 
because of the death of his father. 

The meeting was then turned over to the Program 
Committee. Dr. Emmet Rixford, professor of sur- 
gery at Stanford University, was introduced and gave 
a very interesting and instructive lecture on the “Sur- 
gery of the Liver and Bile Passages.” 

J. M. Frawtey, Secretary. 
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ORANGE COUNTY 


The Orange County Medical Association met in 
regular session at the Woman’s Club in the city of 
Orange on Tuesday, December 2, at 7 p. m. There 
were present approximately fifty members and guests, 
and a delicious dinner, which helped to put all present 
in a good frame of mind for the business meeting, 
was served. 

We were especially honored by the presence of our 
state senator, Nels Edward, and Assemblyman Craig 
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at this meeting, who gave talks on legislative prob- 
lems confronting the medical profession. Senator 
Edwards explained that close to two thousand bills 
were introduced at the last session, and inasmuch as 
it is impossible for any one person to carefully con- 
sider all of these in a short time, that our society, 
when interested in any proposed legislation, explain 
to our representatives, by telegram or otherwise, the 
viewpoint of the Medical Association. Assemblyman 
Craig in his talk stressed the above and showed how 
there was a real and logical place for the so-called 
lobbyist. 

Following these talks the society was called to 
order by the president for the transaction of business. 
The minutes of the November meeting were read and 
approved. The following members were appointed to 
serve as members cf the Orange County Auxiliary 
Committee on Public Policy and Legislation: H. A. 
Johnston (chairman), Emerald J. Steen, and James C. 
Crawford. 

The application of Dr. Charles S. O’Toole was read 
for the second time, and by ballot this applicant was 
admitted as a member in good standing of this 
Association. 


Election of officers for the coming year was then 
announced, with the following results: Emerald J. 
Steen, president; J. Luther Maroon, vice-president; 
Harry G. Huffman, secretary-treasurer; Charles D. 
Ball, librarian; George M. Tralle, councilor; Harry 
E. Zaiser, state delegate; and William S. Wallace, 
alternate to the state delegate. 

The speaker of the evening was Dr. M. W. Hol- 
lingsworth of Santa Ana. His subject was “A Re- 
view of the Literature on Experimental Work on 
Cancer.” He outlined in detail the various theories 
as to the cause of cancer and the different treatments 
used, and reminded us of the fact that as yet there 
have been no definite results of positive value either 
in the etiology or treatment of cancer. 

Harry G. HurrMan, Secretary. 
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PLACER COUNTY 
The Placer County Medical Society held its annual 
meeting in the administration building of the County 
Hospital in Auburn on Saturday evening, Novem- 
ber 15, with Dr. Max Dunievitz presiding. 


There were present the following members and 
visitors: Members—Doctors Dunievitz, Louis FE. 
Jones, Fay, Monica Stoy Briner, C. C. Briner, Paul 


D. Barnes, L. B. Barnes, Mackay, Russell, Schofield, 
Peers, William Miller, Myers, and Lewis. Visitors— 
Doctors Hale, Gundrum, Harris, Fanning, Cook, and 
Beach of Sacramento, and Dr. Kindopp of Colfax. 


Following the routine business the election of offi- 
cers for 1931 was held, with the following result: 
President, R. H. Eveleth of Roseville; vice-president, 
L. B. Barnes of Newcastle; secretary-treasurer, 
Robert A. Peers of Colfax; associate secretary, 
Charles J. Durand of Colfax. Delegate: C. C. Briner 
of Auburn. Alternate: Carl P. Jones of Grass Valley. 


The literary program for the evening followed: 


Dr. F. F. Gundrum of Sacramento addressed the 
society on the subject of “Heart Failure.” 
“Chronic heart failure,” he said, “is divided into 


two groups: 


“Congestive Failure—In making a diagnosis of con- 
gestive heart failure the history is most important, 
and particularly the history of a single symptom, i. e¢., 
breathlessness manifesting itself at rest or under very 
slight exertion. Breathlessness produced by con- 
gestive heart failure presents confirmatory objective 
signs, which are: overfilling of veins and swelling of 
the liver, Breathlessness in bed, not accompanied by 
these signs, is due to something else. 

“Anginal Failure—Diagnosis of this form depends 
even more upon the history than does the preceding. 
We have no sure objective method of deciding 
whether and how much a patient is suffering pain, 
nor is there any constant finding associated with the 
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symptom complex known as angina. Where we can 
satisfy ourselves that pain constantly appears when 
increased functional strain is put upon the heart, then 
a diagnosis of angina is indicated, regardless of the 
state of the vessels or of the heart.” 

Dr. Junius B. Harris, president-elect of the Cali- 
fornia Medical Association, next addressed the society 
on the subject of “Erysipelas.” 

“Erysipelas,’ Doctor Harris stated, “is a winter 
disease, and it is well for medical men to discuss 
seasonal topics. Erysipelas is one of the three clini- 
cal entities caused by streptococcus which spreads 
through lymphatics of the skin. It is an abrupt, acute, 
circumscribed erythema with irregular, raised border 
of fiery-red color, which well defined irregular flame- 
shaped projections give rise to the term ‘Saint An- 
thony’s fire.” There is great general toxicity, and 
complications are common. It is differentiated from 
deep infection with overriding erythema in that the 
point of maximum tissue reaction and the point of 
greatest tenderness are at the periphery of blush; in 
deep infection these are in center. It has been treated 
through the ages with hosts of internal and external 
medication; now with Birkahaug’s antitoxin, which 
is commensurate with diphtheria antitoxin in its cura- 
tive action.” Doctor Harris discussed Birkahaug’s 
work on antitoxin immunity for erysipelas. 

The final paper of the evening was by Dr. Nathan 
G. Hale of Sacramento on “Etiology of Stone in the 
Urinary Tract.” Doctor Hale discussed the cause of 
formation of stone in the urinary tract from the 
standpoint of possible underlying causes such as a 
stone diathesis, lack of vitamins in foods, and infec- 
tions. The conclusion was that there are three possi- 
ble causes of stone in the urinary tract: first, cystine 
calculus due to diathesis; second, dietary deficiency 
due to lack of vitamins in certain foods, which has 
been proven, experimentally, in rats by Osborne and 
Fujimaka and other authors; and third, a focus of 
infection predisposing patient to stone, as evidenced 
by the experimental work of Rosenow and Miesser. 


Ropert A. Peers, Secretary. 


SAN BERNARDINO COUNTY 


The minutes of the meeting of the San Bernardino 
County Medical Society held at the County Hospital 
in San Bernardino on Tuesday, December 2, at 8 p. m. 

The meeting was called to order at 8 o’clock by 
the president, and the minutes of the previous meet- 
ing were approved. 

It was moved by Doctor Moseley and seconded by 
Doctor Hilliard that the chairman appoint a com- 
mittee of three to serve on the Auxiliary Committee 
on Public Policy and Legislation. 

It was moved by Doctor Moseley and seconded by 
Doctor Hilliard that the chairman appoint a com- 
mittee of three to serve as a subcommittee on 
Medical Economics. 

The application of Dr. F. X. Olsen for membership 
in our society was approved. 

A proposed change in the by-laws was read and 
ordered printed in the next program. 

A notice from the San Francisco Heart Committee 
announcing a postgraduate course in cardiovascular 
disease was then read. 

The following program was then given: 

Abdominal Allergy, read by Dr. H. Miller and dis- 
cussed by Dr. G. Piness, both of Los Angeles. 

Cardiac Pain, presented by Dr. Robert Langley of 
Los Angeles and discussed by Dr. G. G. Moseley. 

After adjournment at 10:40 o’clock, 
were served. E. J 


refreshments 
EYTINGE, Secretary. 


SAN JOAQUIN COUNTY 
The stated meeting of the San Joaquin County 
Medical Society was held Thursday evening, at eight 
o’clock, November 6, in the Medico-Dental Club, 242 






























North Sutter Street, Stockton. The meeting was 
called to order by H. E. Kaplan. 






Thirty-nine were in attendance. Doctors Bernard 
Kaufman and Stacey Mettier were the two guests 
and speakers of the evening, 

In the absence of the secretary, Doctor Broaddus, 
the chair appointed Doctor Conzelmann to act as 
secretary pro tem. 

After approval of the minutes the chair announced 
that the first order of business was the nomination 
of officers for 1931 at the election at the regular meet 
ing in December. 

Dr. Fred R. DeLappe, district councilor, spoke on 
the recent communication received from the state 
secretary relative to the physician and surgeon as a 
witness in court. 

Dr. Dewey R. Powell announced that the report of 
the Committee on Medical Care, conducted by Dr. 
Nathan Sinai, was completed and that it is hoped that 
Doctor Sinai will be able to present the report at the 
December meeting. 

The chair reported that the Muldowney-Lucas 
Printing Company desired to put out a medical direc- 
tory of Stockton. Several members expressed their 
opinions on the proposition, but no action was taken. 

The chair appointed Doctors Conzelmann, Holliger 
and Vischi to act as tellers, the ballots to be counted 
before the meeting and the report of the results are 
to be announced at the annual meeting. 























The chair presented Dr. Bernard Kaufman of San 
Francisco, who read a very scientific paper on “Pre- 
cordial Pain.” He suggested that in certain cases sec- 
tion of the phrenic nerve relieves the pain. 








The paper was discussed by Doctors Barnes, Eng- 
lish, and McGurk. 

The chair presented Dr. Stacey Mettier of San 
Francisco, who read a very practical paper on “The 
Treatment of Anemia,” which was discussed by Drs. 
Williamson, Sutton, Gallegos, Dozier, and English. 









The chair expressed the thanks and appreciation in 
behalf of the society to the speakers of the evening. 







Frep J. CONZELMANN, Secretary Pro Tem. 
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SANTA BARBARA COUNTY 

The regular meeting of the Santa Barbara County 
Medical Society was held in the St. Francis Hospi- 
tal Monday evening, December 8, with President 
Hugh Freidell presiding. 

After reading and approval of the minutes, a com- 
munication from Dr. John H. Graves, chairman of 
the Committee on Medical Economics of the Cali- 
fornia Medical Association, was read. Doctor Graves 
requested that the society appoint a member to serve 
with him on the subcommittee of the Committee on 
Medical Economics, It was moved, seconded, and 
carried unanimously that Dr. Rexwald Brown be so 
appointed. 

The January meeting being the annual meeting, it 
was moved by Doctor Bakewell, seconded and car- 
ried, that the officers of the society make all neces- 
sary arrangements for this meeting. 

The president then introduced Dr. D. S. Beilin of 
Augustana Hospital, Chicago, who gave a very inter- 
esting and instructive paper on “The Diagnosis in 
Obscure Clinical Conditions from an X-ray Stand 
point,” illustrated by x-ray pictures. 

The president then introduced three visitors: Drs. 
Martin of Dallas, Texas; Rhinehart of Little Rock, 
Arkansas; and Giles of Temple, Texas. 

Doctor Beilin’s paper was discussed by Doctor 
Martin (who also gave a short résumé on “Radio- 
therapy in Cancer of the Lip,”) and by Doctors Gey- 
man and Giles. 

Dr. Rexwald Brown followed with a talk on “Medi- 
cal Impressions at the League of Nations.’’ This 
paper was extremely interesting to all members of 
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the profession, as Doctor Brown showed the stu- 
pendous advancement made by the health section of 
the League of Nations. He also discussed sickness 
insurance as applied in the various countries, and 
specifically gave the working program as worked out 
by the medical authorities in Great Britain, 


Wi.iiAM H., Eaton, Secretary. 


CHANGES IN MEMBERSHIP 
New Members 


Kern County—Samuel Calvin Long. 
Orange County—Charles Sylvester O'Toole. 
San Diego County—Morton Nicholas Carlile. 


Resignations 
Isabella M. Clinton, from San Francisco County. 
Alfred H. Washburn, from San Francisco County. 


Transferred 
Edith Harrison, from Humboldt to Butte County. 
Fred Harrison, from Humboldt to Butte County. 
Ernest Vieria, from Monterey to Sonoma County. 


Deaths 


Arthur, Samuel Richard. Died at Woodbridge No- 
vember 26, 1930, age 56 years. Graduate of Univer- 
sity of California Medical School, San Francisco, 
1899, Licensed in California, 1899. Doctor Arthur 
was a member of the San Joaquin County Medical 
Society, the California Medical Association, and a 
Fellow of the American Medical Association. 


Bowman, William B. Died October 20, 1930, age 
45 years. Graduate of St. Louis University School of 
Medicine, Missouri, 1910. Licensed in California, 
1910. Doctor Bowman was a member of the Los 
Angeles County Medical Association, the California 
Medical Association, and a Fellow of the American 
Medical Association. 

Jones, David Newton. Died October 24, 1930, age 
74 years. Graduate of Rush Medical College, Chi- 
cago, 1890, Licensed in California, 1918. Doctor 
Jones was a member of the Los Angeles County 
Medical Association, the California Medical Associa- 
tion, and a Fellow of the American Medical Asso- 
ciation, 

Mason, Cleon Carl. Died at Long Beach Decem- 
ber 7, 1930, age 42 years. Graduate of Johns Hop- 
kins University School of Medicine, Baltimore, 1921. 
Licensed in California, 1921. Doctor Mason was a 
member of the Los Angeles County Medical Asso- 
ciation, the California Medical Association, and a 
Fellow of the American Medical Association. 

Smith, Lonzo Virgle. Died October 30, 1930, age 
50 years. Graduate of Willamette University Medical 
Department, Salem, Oregon, 1906. Licensed in Cali- 
fornia, 1924. Doctor Smith was a member of the Los 
Angeles County Medical Association, the California 
Medical Association, and the American Medical 
Association, 


THE WOMAN’S AUXILIARY OF THE 
CALIFORNIA MEDICAL 
ASSOCIATION* 

Los Angeles County Auxiliary 

The president, Mrs. James F. Percy, called the 
mecting to order at 2:40 p. m., Thursday, October 16, 
at 940 South Figueroa Street. 

The minutes of the previous meeting were read and 

approved. 
*As county auxiliaries to the Woman’s Auxiliary of 
the California Medical Association are formed, the names 
of officers should be forwarded to the state secretary- 
treasurer, Mrs. Dexter R. Ball, 2419 Bonnie Brae Street, 
Santa Ana, and to the California Medical Association 
office, Room 2004, 450 Sutter Street, San Francisco. Brief 
reports of county auxiliary meetings will be welcomed 
for publication in this column. 






















































































January, 1931 


Mrs. E. M. Lazard announced a special meeting 
for November 14 for the purpose of adopting new 
by-laws. She also spoke of a proposed amendment 
to the California laws which, if passed, would exempt 
nonprofit hospitals from taxation. 

Mrs. P. A. Quaintance told of the proposed visit 
to the East Side Health Center on Tuesday, Octo- 
ber 21 and urged all members to be present on this 
tour of inspection. 

Mrs. F. E. Coulter, state program chairman, out- 
lined two possible programs, for one year’s study, on 
the activities of a county health unit. 

Dr. John L. Pomeroy, county health officer, dis- 
cussed the work and activities of a county health 
center, and Dr. R. V. Stone presented a film on 
“Water” and discussed that subject. 


, = ¢ 


The meeting was called to order Thursday, No- 
vember 20, at 2:15 p. m. by the first vice-president, 
Mrs. Philip S. Doane. 

The following call for the meeting was read by the 
secretary: “A special meeting of the Woman’s Auxili- 
ary to the Los Angeles County Medical Association 
is hereby called for Thursday. November 20, at 2 
p.m, at the Friday Morning Club building, 940 South 
Figueroa Street. The purpose of this meeting is to 
take action upon the proposed new by-laws. All 
members are urgently requested to be present.” 

The proposed by-laws were read by Mrs. E. M. 
Lazard, chairman of Revision Committee. It was 
moved by Mrs. Lazard, seconded by Mrs. Jesberg, 
that these by-laws be approved and accepted. Carried. 

The following telegram was read from the presi- 
dent: “My greetings, love and best wishes to you all. 
The state officers shall hope to accomplish construc- 
tive work also. At National Board meeting at Chi- 
cago, representatives from Minnesota to Texas and 
New Jersey to California reported twenty thousand 
members in thirty-eight states. Los Angeles County 
Auxiliary largest single unit. Mrs. James I. Percy.” 

Moved, seconded, and carried that a vote of thanks 
be given Mrs, Lazard and her committee for their 
worthy work on the by-laws. 

The following nominating committee was appointed 
by the chair: Mesdames B. von Wedelstaedt, Robert 
V. Day, Egerton Crispin, Charles R. Chapman, and 
Herbert T. Brooks. 

C #2 


Mrs. James I. Percy called the meeting to order 
at 2 p. m. on Thursday, December 18, at 940 South 
Figueroa Street. After the minutes of the regular 
and special meetings were read and approved, the 
reports of the officers and committees were presented. 

The Nominating Committee submitted the follow- 
ing names: For president, Mrs. Philip S. Doane; first 
vice-president, Mrs. William T. McArthur; second 
vice-president, Mrs. Harry V. Brown; secretary- 
treasurer, Mrs. Eliot Alden; directors, Mrs. John V. 
Barrow, Mrs. John I. Chapman, Mrs. Scott D. 
Gleeten, Mrs. Theodore C. Lyster, Mrs. Edward M. 
Pallette, and Mrs. B. von Wedelstaedt. 

Moved, seconded, and carried that the nominations 
be closed and that the secretary be instructed to cast 
a ballot for the entire ticket. 

Installation of officers followed. 

Mrs. Philip S. Doane announced Mrs. George G. 
Hunter as corresponding secretary for the ensuing 
year. 

The president introduced Dr. C. Morley Sellery, 
who spoke about “Physical Defects and Their Cor- 
rection in Relation to the School Health Program.” 

After a musical skit by Mesdames Marxmiller, 
Wheat, and de Bealieu the meeting adjourned for tea. 


ELLA R. Carter, Secretary. 
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Orange County Auxiliary 


The December meeting of the Woman’s Auxiliary 
of the Orange County Medical Association was held 
on the second of the month at the home of Mrs. 
I. E. Coulter, president, with a large number of 
members in attendance. 

After the routine business the report of the Nomi- 
nating Committee for the election of new officers 
was read. “The Nominating Committee recommends 
that the present officers of the auxiliary serve for one 
more year. In submitting this recommendation, it is 
not the intention of the committee to establish a 
precedent. But inasmuch as the auxiliary, both state 
and county, has been in existence such a short time, 
and both state and county by-laws are still in the 
making, it would seem the better policy to let those 
individuals who have begun this organization work 
to be permitted to complete it rather than make a 
change of personnel at this time. For president, Mrs. 
Fk. E. Coulter; first vice-president, Mrs. H. A. John- 
ston; second vice-president, Mrs. D. C. Cowles; 
secretary-treasurer, Mrs. G. Emmett Raitt. 

A motion was made and carried that the secretary 
cast the unanimous ballot of the auxiliary in favor of 
these officers. 

A brief discussion of some new discovery in medi- 
cine is an instructive feature of each program. Mrs. 
G. W. Olsen contributed to the December meeting 
an able résumé of the work done in spinal anesthesia; 
Mrs, H. A. Johnston read, in charming fashion, an 
article by Alma Whitaker on “The New Aristocracy.” 
Mrs. H. D. Newkirk reviewed in a thorough and 
interesting way Menninger’s “The Human Mind.” 

Mrs. James F. Percy, state president, then gave the 
highlights of the meeting of the national officers of 
the auxiliary of the merican Medical Association held 
in Chicago in October. 

The members adjourned to the tea table, colorful 
with Christmas decorations and refreshments. 


Jessie Q. Raitt, Secretary. 


NEVADA STATE MEDICAL 
ASSOCIATION 


W. A. SHAW = 

R. P. ROANTREE, Elko 

H. W. SAWYER, Fallon...... 

Ek. E. HAMER, Carson City. 

HORACE J. BROWN.... 

R. P. ROANTREE, D. A. TURNER, 
Ss. K. MORRISON oak 


President 
President-Elect 

First Vice-President 
Second Vice-President 
Secretary-Treasurer 


...... Trustees 


COMPONENT COUNTY SOCIETIES 
WASHOE COUNTY 


The concluding meeting of the Washoe County 
Medical Society for 1930 was held at Hutton’s Hut, 
Reno. The retiring president, E. E. Hamer, secre- 
tary of the Nevada State Board of Health, was the 
host of the occasion. 

The first order of procedure was dinner, which the 
society enjoyed thoroughly. A feeling of splendid 
friendship prevailed, and it was the consensus of 
opinion that more of these get-together meetings 
would strengthen professional fellowship. 

The usual business of the society was transacted, 
including the reading of the fiscal report by the 
secretary-treasurer and recommending that from now 
on the annual dues be $10. This resolution was 
adopted. There were fifty members in good standing, 
which number included four as living in California 
and eight outside of Washoe County, giving thirty- 
eight as a net Washoe County membership. 

The election of officers resulted as follows: Doctor 
Creveling, vice-president, was elected president; 
Doctor Sullivan was elected vice-president; Doctor 
Bath was reélected secretary-treasurer; and Doctor 
Servoss was reélected censor. 
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The new president was authorized to select a pro- 
gram committee to assist the secretary. Two brief 
papers were read, one by Doctor Walker, physician 
to the Reno schools, relating to health supervision 
in public schools. Doctor Walker had returned from 
a trip at Fort Worth, Texas, where he had attended 
a national meeting of the Public Health Association 
of which Surgeon-General Hugh S. Cumming was 
president, This society was invited by the Mexican 
Government to hold an adjourned session in Mexico 
City, which was done. About 250 attended. In 
Mexico City the conference was headed by Doctor 
Silvo, eminent Mexican physician and head of the 
public health department of the Mexican Govern- 
ment. Every social and professional courtesy was 
extended to the American delegates. This expression 
of good feeling was a fine diplomatic measure which 
could result in nothing but better coOperation between 
the two great republics of North America. Doctor 
Hamer followed with a review of the medical status 
of Nevada. His paper was excellent and well received. 
There were twenty-seven doctors present, includ- 
ing Doctor Peters, United States naval officer, sta- 
tioned at Hawthorne, Nevada, 
Tuomas W. Batu, Secretary. 


UTAH STATE MEDICAL 
ASSOCIATION 


WILLIAM L. RICH, Salt Lake City..........................President 
R. A. PEARCE, Brigham City.................. President-Elect 
M. M. CRITCHLOW, Salt Lake City....................... Secretary 


J. U. GIESY, 701 Medical Arts Building, 
Salt Lake City............ : ...Associate Editor for Utah 





COMPONENT COUNTY SOCIETIES 
SALT LAKE COUNTY 

The regular meeting of the Salt Lake County Medi- 
cal Society was held at the Newhouse Hotel Mon- 
day, November 10. 

The meeting was called to order at 8:10 p. m. by 
President M. M. Nielson. Fifty-one members and 
one visitor were present. 

M. C. Lindem read a paper on “The Recent Ad- 
vances of the Knowledge of ‘Toxic Goiter,” which 
was discussed by Ralph Richards. William Bender 
of San Francisco spoke upon the “Clinical Signifi- 
cance of Abnormalities of the Sigmoid Colon.’”’ This 
paper was discussed by L. G. Paul, H. S. Scott, 
G. Richards, J. P. Kerby, and W. R. Tyndale. 

F. B. Bailey gave the following report for the Spe- 
cial Committee to investigate the advisability of the 
purchase of the Drinker respiratory apparatus by the 
city: 

“We, your committee, appointed to investigate the 
Drinker respiratory apparatus, have corresponded 
with a number of cities and read the available litera- 
ture in reference to the need and possible value of 
this apparatus in our community. 

“There is no question in the minds of the members 
of the committee that this is a very valuable and 
efficient apparatus. 

“This apparatus has proven of value where there 
are large epidemics of infantile paralysis. Fortunately 
our community has been singularly free from this 
disease in epidemic form, and so far as we have been 
able to ascertain there have been no cases of ‘re- 
spiratory paralysis. 

“The cost of the apparatus in Salt Lake City 
would be approximately twenty-three hundred dollars. 
Up to the present time constant mechanical improve- 
ments are being made on the apparatus. 

“After consideration from the above facts, it is our 
opinion that the purchase of this apparatus for our 
community would not be advisable at the present 
time. 

“There is no expense attached to this investigation.” 
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G. G. Richards moved that the report be adopted 
and fied, aud a copy be sent to the Radium Corpo- 
ration. 

President M. M. Nielson announced that on Tues- 
day evening, November 11, there would be a joint 
meeting of the Box Elder County, Cache County 
and Weber County Medical Societies at Brigham 
City, and that Doctor Bender of San Francisco would 
speak on “Poliomyelitis and Encephalitis.” Members 
of this society were invited to attend. 

ee 


The regular meeting of the Salt Lake County Medi- 
cal Society was held at the St. Mark’s Hospital on 
Monday, November 24. 

In the absence of President M. M. Nielson and 
Vice-president F. M. McHugh the meeting was called 
to order by C. M. Benedict at 8:10 p. m. Twenty- 
nine members and two visitors were present. 

The clinical program, conducted by M. C. Lindem, 
was as follows: Tuberculosis of the Hip, by A. L. 
Huether; Bronchoscopic Methods of Treatment, by 
Leroy Smith; Subphrenic Abscess, by O. Ogilvie; 
Purpura Hemorrhagica, by M. M. Critchlow. 

S. C. Baldwin moved that a letter of condolence 
be sent to I. A. E. Lyons in his recent bereavement. 
Motion seconded and carried. 

An announcement was made regarding a farewell 
to be given J. W. Aird by the members of the Provo 
County Medical Society early in December. 

The meeting adjourned at 9:20 o’clock, after which 
refreshments were served. 

BARNET E. Bonar, Secretary. 


% 


UTAH COUNTY 


The Utah County Medical Society held its meeting 
at the Hotel Roberts on November 19. 

The following members were present: Doctors 
R. G. Clark, J. W. Aird, J. L. Aird, Robison, J. R. 
Anderson, Curtis, Hasler, Hagan, Neill, F. R. Taylor, 
Albert Taylor, Cullimore, and Grua. Doctor Jack 
was a visitor. 

Doctor Ogilvie of the Wasatch Laboratory of Salt 
Lake gave two very interesting short papers. (1) 
“Factors Concerned in the Etiology of Subphrenic 
Abscess, Together with Notes of Symptoms and 
Differential Diagnosis.” (2) “Etiological Factors in 
Lung Abscess, Together with Some Points on the 
Types. of Treatment.” An interesting discussion then 
followed in which Doctor Ogilvie explained numer- 
ous laboratory aids to diagnosis. 

Dr. F. R. Taylor gave a minority report of his in- 
vestigation into the feasibility of the Utah County 
Medical Society buying an electrocardiograph ma- 
chine. In this report he mentioned the probable two 
best sites for the installation and use of this machine: 
(1) The City and County Building, using the County 
Health Unit nurse as technician. (2) The Utah State 
Mental Hospital, using a nurse or attendant there as 
technician. A motion was passed and seconded that 
the secretary of the society write the individual mem- 
bers of the society for a complete vote on whether or 
not the machine should be bought, as the cost to each 
member would probably amount to $25. 


J. L. Arp, Secretary. 


WEBER COUNTY 


The regular meeting of the Weber County Medical 
Society was held November 20 at the Hotel Bigelow. 

The following officers were elected for the ensuing 
year: E. P. Mills, president; George Fister, vice- 
president; Conrad Jenson, secretary; S. W. Badcon, 
treasurer. 

The following were elected as state delegates for 
the ensuing year: W. R. Brown, Clark, Rich, L. S. 
Merrill; and as alternates, E. P. Mills, Wallace 
Budge, George Fister. 

During the evening Dr. Clark Rich gave an in- 
structive and interesting account of his observations 
while in Europe. ConraD H. Jenson, Secretary. 
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NEWS 


The Tri-State Section of the American College of 
Surgeons will meet in Oakland on April 25 and 26, 
1931. 


Postgraduate Course, San Francisco Heart Com- 
mittee of the San Francisco County Medical Society. 
The San Francisco Heart Committee which was or- 
ganized in January 1930, with Dr. William J. Kerr as 
chairman, has just completed an interesting post- 
graduate course on heart disease. ‘This course was 
given without fee and was arranged by the subcom- 
mittee on Education and Publicity, of which Dr. John 
P. Strickler is chairman. ‘There was a total attend- 
ance of 356 doctors, and sixty-five cities of California 
were represented in this number. Many expressions 
of appreciation for the course were received from the 
registrants, and it is the hope of the committee to 
ofter a similar course each year. 

Tuesday, December 9, the clinic was held at Uni- 
versity of California Hospital, Dr. William J. Kerr 
presiding; Wednesday, December 10, Stanford Uni- 
versity Hospital under Dr. Arthur L. Bloomfield, 
and on Thursday, December 11, Letterman General 
Hospital, the Presidio, Major W. C. Munly, M. D., 
presiding. 


Meeting of Pacific Coast Surgical Association.— 
The coming meeting of the Pacific Coast Surgical 
Association will convene on February 27 and 28, 1931, 
at Victoria, B. C. 


Dr. P. J. Hanziik, proiessor of pharmacology in the 
Stanford University School of Medicine, San F[ran- 
cisco, gave a series of lectures in southern California 
from December 16 to 19. The series included lectures 
on bismuth compounds in antisyphilitic therapy, 
metallotherapy of edema, intravenous therapy, and 
colloidal dyes in intoxications and will be delivered 
before the San Diego Academy of Medicine, Long 
Beach Academy of Medicine and Galen Club, and Los 
Angeles Hewlett Club. 


The New York Polyclinic Medical School and Hos- 
pital opened its new private pavilion and operating 
rooms December 29 and 30. The appointments of Dr. 
George D. Stewart as consulting surgeon and Doctors 
Evan Evans, Orrin S. Wightman and C. N. B. Camac 
as consulting physicians to the hospital have been 
announced. 


Former Hooper Foundation Director Receives 
Prize.—Dr. George H. Whipple, who was director of 
the Hooper Foundation for Medical Research in the 
Medical School of the University of California from 
1914 to 1921 was recently honored by being selected 
to receive part of the annual award of the Popular 
Science Monthly for the current advancement of 
science to the greatest benefit of the public. The 
award was given for the effective service rendered in 
the treatment of pernicious anemia, 
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TWENTY-FIVE YEARS AGO * 


EXCERPTS FROM OUR STATE MEDICAL 
JOURNAL 


Vol. IV, No. 1, January 1906 


From some editorial notes: 

A Nice Business—The business of making nostrums 
and foisting them upon the medical profession first, 
and in that way upon the people later, is a particu- 
larly nice, clean, and honorable one—perhaps. At any 
rate it is an extensive calling, and represents the in- 
vestment of a good deal of capital in—shall we say, 
fraud? Believing that some of our members possibly 
do not see as many medical journals as come through 
our office, we have taken the liberty of reproducing 
some of their advertising pages so that you may see 
for yourselves what sort of valuable and beneficent 
products are presented to the medical profession—a 
profession that is supposed to be made up of edu- 
cated, thinking men... . 

Explain to your friends and patients that prac- 
tically every newspaper in the United States is a 
silent partner in the nostrum fraud business. That 
it is bound to silence and to aid in defrauding the 
people into using alcoholic nostrums by the following 
clauses in its advertising contracts with the nostrum 
trust: 

First: It is agreed in case any law or laws are en- 
acted, either state or national, harmful to the inter- 
ests of the ———-, that this contract may be can- 
celled by them from date of such enactment, and 
the insertions paid for pro rata with the contract 
PFiCe, ..« + 

From an article by Doctor McCormack of Kentucky on 
Organization of the Medical Profession: 


Most of the meetings of county medical societies 
in the past, and many at the present time, are not of 
very great value, In too many instances the proceed- 
ings will be about as follows: A summary of minutes 
will be read, and then Doctor Blank will be called 
upon to read a paper. This is liable to be upon the 
treatment of typhoid fever, proper management of 
labor, or, if it is in the spring, on the summer diar- 
rhea of infants. The paper is made up of extracts 
from some long-since antiquated textbook, and both 
it and the author should have had several new editions 
brought out to bring it up to date. After the paper 
is read there will be a profound silence, until the pre- 
siding officer states that the paper is now before the 
society and calls upon Doctor X to open the dis- 
cussion. Doctor X arises and his discussion is apt to 
be about as follows: “Mr. President and fellow mem- 
bers, I fear that I have not been so regular an at- 
tendant at the meetings of our county society in the 
past as I should have been. But when I listen to such 
an excellent paper as has been presented to us to- 
night by Doctor Blank, I feel that I shall be more 
regular in the future. Doctor Blank has presented 
such a masterly paper and has placed the informa- 
tion so clearly before you that there seems to me to 
be nothing left that I can add to what he has said. 
I will therefore ask you to excuse me and call upon 
some other member, who may possibly be able to 
add to the subject under discussion.” That sort of a 
meeting is almost enough to make any studious and 


* This column strives to mirror the work and aims: of 
colleagues who bore the. brunt of state society work some 
twenty-five years ago. It is hoped that such presentation 


will be of interest to both old and recent members, 
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hard-working physician keep away from his county 
society more industriously than ever. 

3y contrast, consider what a county society should 
do, and what a few are doing at the present time. 
Its secret of success is in work. 

From an article on “The Spirocheta Pallida” by San- 
ford Blum, M.D., San Francisco: 

The Spirocheta pallida was first 
Schaudin in a smear preparation obtained from a 
secondary syphilitic papule in March 1905. The 
preparation was examined fresh and the Spirocheta 
was first observed in its motile state. Subsequently 
Schaudin and Hoffman succeeded in staining the 
organism and studied it also in the colored prepara- 
tion. 


recognized by 


From an article on “The Relation of Bacteria to the 
Development of Gall Stones—A Report of Experimental 
Studies, with a Review of the Literature” by August 
Jerome Lartigau, San Francisco: 

The results of recent experimental studies upon the 
relation of bacteria to the formation of gall stones 
have been sufficiently striking to justify newer points 
of view of the pathogenesis of this disease. It is now 
definitely known that the phenomena involved in the 
development of cholelithiasis are closely related to 
bacterial infection of the gall bladder. 

San Francisco County—At the regular meeting for 
December, Doctor Rixford, the president, in the chair, 
Dr. Thomas W. Huntington presented a patient upon 
whom he had operated, trephining and tunneling into 
the head of the femur for supposed beginning hip- 
joint disease, and read a paper upon this operation. 
It was extensively discussed by several members, all 
of whom seemed to differ with the author as to the 
value of advisability of the operation in the condition 
named. ... 

.. The board of directors met in the office of the 
state society, Y. M. C. A. Building, Tuesday eve- 
ning, December 19, and elected the following officers 
of the society for the ensuing year: President, Wal- 
lace I. Terry; first vice-president, Henry Gibbons, 
Jr.; second vice-president, Harold Brunn; treasurer. 
Emmet Rixford; secretary, H. E, Alderson. 


MUCH IN LITTLE* 


A knowledge of anatomical anomalies saves em- 
barrassment in the operating room. 


The most common admission of ignorance is a diag- 
nosis of neurasthenia. 


Many patients have lost their appendix and gall 
bladder when the underlying pathology was subcostal 
neuralgia or spinal cord tumor. 

Iritis and conjunctivitis are not synonymous, 
though often treated as such; even the eye withstands 
many insults. 


Non-surgical drainage of the gall bladder allows 
the source of income to remain intact. 


The self-made surgeon marks his trail with granite; 
a five-year assistantship would postpone many 
funerals. 

The habit of regular defecation surpasses all other 
regulators of the bowel. 


Brevity and precision in word selection adds much 
to any scientific writing. 

* Members of the California, Nevada and Utah Medical 
Associations are invited to contribute to this column of 
aphorisms, which will appear from time to time in Cali- 
fornia and Western Medicine, as sufficient copy accumu- 
lates. The aphorisms in this issue were sent in by John 
Hunt Shephard, M. D., San Jose. 
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LEGISLATION 


The members of the Seventy-first Congress, from 
the states of California, Nevada, and Utah, are as 
indicated below. (See reference to this list in edi- 
torial on Shepard-Towner Acts in this number of 
CALIFORNIA AND WESTERN MEDICINE, page 58. 

Each of these may be addressed care of United 
States Senate or United States House of Representa- 
tives, Washington, D. C, 


California Senators 


Hiram W. Johnson Samuel M. Shortridge 


California Congressmen 


Clarence F. Lea 

Harry L. Englebright 
Charles F,. Curry 

Mrs. Florence P. Kahn 
Richard J. Welch 
Albert E, Carter 


Hlenry E. Barbour 
Arthur M, Free 
W. E. Evans 

Joe Crail 

Philip Db. Swing 


t y 7 


Nevada Senators 


Key Pittman Tasker L, Oddie 


Nevada Congressman 


Samuel 8. Arentz 
2S 


Utah Senators 


teed Smoot 


William H. King 


Utah Congressmen 


lon B. Colton KkXlimer O, Leatherwood 


CORRESPONDENCE 


Subject of Following Letter: Earliest Records 
of “Copyrights” 


Jeginning in the July 1930 number of CALiForNIA 
AND WeEsTERN Meopicine, Professor Rosenberg con- 
tributed three articles to the Lure of Medical History 
column, on the subject of “Sixteenth Century Ger- 
man Medicine.” In the July number, page 509, com- 
ment was made on the presumable copyright of the 
“Artzneybuch.” ‘The enclosed letter bears on this 
subject, and as a matter of historical interest is here 
reprinted: 

Los Angeles, December 17, 1930. 
Mr. William 
Registrar U. 8. 
Washington, D. 


Brown, 
Copyright 
Cc. 


Office, 


My dear Mr. Brown: 


Some weeks ago I mailed you a copy of my article 
“Sixteenth Century German Medicine,”’ being a reprint 


of my paper in the July, August, and September issues 
(1930) of California and Western Medicine. On page 9 
of this brochure your letter to the editor of the magazine, 
Dr. George H. Kress, is printed with regard to the early 
examples of copyright which the sixteenth century book 
I discuss appears to represent: 

“It does not appear that copyright in the modern sense 
of the term existed in any country during medieval or 
late medieval times. There was a system of licensing 
by the Crown for the printing of books, but this was 
mainly to raise revenue and exercise censorship. The 
first real copyright enactment for the protection of au- 
thors was the well-known British Statute of Anne entitled 
‘An Act for the Encouragement of Learning,’ passed in 
1710.”’ 

In view of your s.atement, it may interest you what 
Dr. Charles Singer, the eminent medical historian who 
lectured in this country during the present year, has to 


Say on the subject. He writes me from London under 
date of November 18: 

“ ... Just one little point. A system of ‘copyright’ 
held within the Empire from about 1515 onward. The 


Emperor gave exclusive right to one man to print a par- 

ticular book. The earliest medical book to secure this 

copyright that is known to me is the 1519 Vienna Alsa- 

haravius. But I dare say that there are others earlier.” 
I thought you might be glad to have this information. 
With best wishes of the season, 


Cordially yours, 


S. L. MILLARD ROSENBERG, 
Professor of Spanish in the University of 
California at Los Angeles. 
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DEPARTMENT OF PUBLIC 
HEALTH 


By W. M. Dickie, Director 

Communicable Diseases in 1930.—The first ten 
months of the present year have brought to Califor- 
nia outstanding epidemics of acute anterior polio- 
myelitis, food poisoning, trichinosis and measles. 
Chickenpox, whooping cough and mumps have also 
been extremely prevalent during the first ten months 
of the year. 

Diphtheria, influenza, smallpox, typhoid fever, epi- 
demic meningitis and dysentery are conspicuous be- 
cause of their extremely low prevalence. Compared 
with the years 1927, 1928 and 1929, the first ten 
months of 1930 show an abnormal prevalence of the 
more common communicable diseases, such as 
measles, mumps and chickenpox. They also show an 
abnormal prevalence of the more unusual epidemic 
diseases, such as acute anterior poliomyelitis, food 
poisoning, undulent fever and trichinosis. 

As a matter of fact, 1930 will long be remembered 
because of the extremely severe outbreak of epidemic 
poliomyelitis. This represents the most outstanding 
epidemiological feature of the present year. 

Quarantine Scarlet Fever Twenty-one Days.—The 
attention of health officers is called to Rule 7 of the 
State Department of Public Health Regulations for 
the Control of Scarlet Fever, as revised September 13, 
1930. This rule reads as follows: 

“Rule 7. Release from quarantine and isolation. 

“The quarantine specified in Rule 5 shall continue 
until twenty-one days have elapsed after the onset of 
the disease and as much longer as is necessary for the 
complete disappearance of inflammation of nose and 
throat and cessation of discharges from nose, throat, 
ears or suppurating glands.” 

Large Families in California—A report of the 
United States Bureau of the Census for the year 1928, 
which has just been received, shows that out of 83,536 
births which occurred in California during that year, 
29,113, or 35 per cent, were the first births to occur 
in the families concerned; 20,503 births which occurred 
during that year were the second births to occur in 
the families involved—this represents 22 per cent 
of the total births which occurred during that year; 
12,265 births were the third to occur in the families 
concerned—this is almost 15 per cent of the total 
births which occurred during that year. After the 
third birth in a family, additional births occur more 
rarely. During 1928 there were 7668 fourth births, 
4712 fifth births and 3215 sixth births. During that 
year the tenth birth occurred in no less than 666 
families; the twelfth in 254 families; and in one fam- 
ily the twenty-first birth occurred. While larger fam- 
ilies are found in many states other than California, 
it is believed that this state represents a fair averdge 
in the numbers of children that are born to California 
parents. 

Season for Gas Poisoning Begins.—In spite of the 
wide publicity that is given to poisoning from carbon- 
monoxide gas, many deaths from this cause occur in 
California each year, but particularly during the win- 
ter months. Most of these deaths are due to careless- 
ness in the installation or operation of gas appliances 
or to careless disposal of exhaust fumes from gasoline 
motors. Every gas appliance should be vented to the 
outside air and all gas connections should be leak- 
proof. Automobile motors should never be permitted 
to run in a closed garage or other enclosed space. 

Simple precautions in the operation of gas appli- 
ances and automobiles would prevent close to one 
hundred deaths from carbon-monoxide poisoning that 
occur in California annually. It is surprising to find 
that many gas water heaters and ranges are not 
vented to the outside air. Gas water heaters are often 
placed in closets opening into kitchens with no pro- 
vision for venting the exhaust fumes. Space heaters, 
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in bedrooms, with rubber hose connections are also 
responsible for many deaths. Too often the rubber 
hose deteriorates, becomes leaky or is accidentally 
disconnected. Proper precautions against these acci- 
dents would prevent many deaths. 

The exhaust gases from automobiles are so insidi- 
ous that many persons are overcome before they 
realize that they are in danger. It is unwise to take 
any chances in the matter. No motor should be per- 
mitted to run in a closed garage. In commercial 
garages, where mechanics are employed, provision 
should be made for proper ventilation of the prem- 
ises. Many cases of nonfatal industrial illness are due 
to inhalation of carbon-monoxide gas. 

It is customary at this season of the year for health 
departments to issue warnings relative to the dangers 
that lie in carbon-monoxide gas. If the warning were 
heeded everywhere, many needless deaths might be 
prevented. 

Sanitary Engineering.—The Bureau of Sanitary En- 
gineering made a survey of all sanitary engineering 
work in the Imperial Valley, in co6peration with local 
health authorities. This survey involved municipal 
projects in both sewage disposal and water supply. 

At the request of the Fish and Game Commission, 
an investigation was made of the effect of the Big 
Bear Hatchery on the creek into which its waste 
water is discharged. Plans were made for making a 
study of the effect of milk wastes upon fish in a 
small stream in Sonoma County. This study is to 
be undertaken in co6peration with the Fish and Game 
Commission and the University of California College 
of Agriculture, at Davis. 

The joint study of the pollution problems in rela- 
tion to the proposed establishment of a salt water 
barrier in the San Pablo Bay is still under way. 

Postage Required for Laboratory Specimens.—The 
attention of all health officers in the state is directed 
to the following letter from the Surgeon General of 
the United States Public Health Service relative to 
the necessity for placing postage stamps upon all 
packages containing laboratory specimens for exam- 
ination in the State Bacteriological Laboratory at 

serkeley. 
Treasury Department 
Bureau of the Public Health Service 
Washington 
October 20, 1930. 
To Collaborating Epidemiologists of the United 
States Public Health Service. 

The Post Office Department has requested the 
Public Health Service to instruct its collaborating 
epidemiologists relative to the use of penalty enve- 
lopes, cards, and labels. 

It appears that the chief of a state hygienic labora- 
tory had penalty labels printed and sent a notice to 
assistant collaborating epidemiologists in the state in- 
forming them that they could send specimens to the 
State Laboratory, using the labels without payment 
of postage. 

The Post Office Department refers to provisions of 
law limiting the penalty privilege to “matters relating 
exclusively to the business of the Government of the 
United States” and to other laws requiring that all 
printing for government departments must be done at 
the Government Printing Office at Washington, and 
that all envelopes used by the departments must be 
purchased under contracts made by the postmaster 
general. 

The sending of specimens to a State Laboratory is 
not “exclusively the business of the Government of 
the United states.” 

The use of penalty envelopes, cards and labels is 
regulated by law and it is necessary to comply strictly 
with the provisions of the law. The Public Health 
Service does not have any authority to authorize their 
use in any way not contemplated by the law. 

Respectfully, 
(Signed) H. S. Cummine, 
Surgeon-General. 
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By C. B. Pinxkuam, M.D. 
Secretary of the Board 


Issuance of licenses to forty-four new physicians 
and surgeons in California, eighteen of them San 
Franciscans, was announced by the State Board of 
Medical Examiners on November 28, 1930, these 
licenses being based on the October examinations. 

The highest mark in the tests was made by Dr. 
Homer A. Casey, graduate of Northwestern Univer- 
sity Medical School, Chicago, and now connected 
with the Fairmont Hospital, San Leandro. 

Dr. Charles B. Pinkham, state board executive 
officer, listed the successful applicants for licenses as 
follows: 

Albert Ringstrom Agmar, Parry Douglass, Her- 
mann Frederick Erben, Claudius Young Gates, John 
Henry Golden, George John Heppner, Charles Robert 
Kennedy, John Borchert Lagen, William Herrick 
Northway, Donovan Carl Oakleaf, Wallace Benson 
Parkinson, Armando Joseph Pereyra, Roy J. Popkin, 
Henry Covington Rixford, Gilbert Jay Roberts, Wil- 
liam Artall Sumner, Dumas Joseph Testa, and Glen 
Park Vincent, all of San Francisco. 

Anne Fairchild, William Merriott Gibbs, Herbert 
Lawrence Hersher, Richard Edward Morris, Floyd 
Cornelius Taggart, and David Henry Unsell, Los An- 
geles; Elmer McKinley Bingham, Riverside; Victor 
Emanuel Campbell, Palm Springs; Milo Bourke 
Fuller, Hollywood; Harry Osborne Lovell, Glendale, 
James Rae Paterson Nicoll, Long Beach; Albert 
Frederick Stalhorn, Rosemead; John Asher Wallace, 
San Bernardino; Richard Leslie Ward, Pasadena; 
James Faison McAnally, Reprisa. , 

Hyrum Clessimore Crockett, Harris Davis Loe and 
Ellert Emanuel Lundegaard, Oakland; John Lorin 
Aird, Provo, Utah; Homer Alonzo Casey, San Le- 
andro; John Michael Dunphy, Palo Alto; August 
Lorenz Fipp, Glandorf, Ohio; John Benjamin Mc- 
Connell, National City; Robert Fisher Monteith, San 
Mateo; French Robert Moore, Mare Island. 


Conrad J. Anderson, also known as C. F. Holst, 
according to reports, was on November 14 convicted 
in the courts of Angeles of violation of the 
Medical Practice Act and sentenced to pay a fine of 
$500 and serve ninety days in the county jail, he hav- 
ing given notice of appeal. The investigation report 
shows that this individual was alleged to be fleecing 
the sick and afflicted by his cosmic ray and other 
treatment. On November 20 he was again found 
guilty of violation of the Medical Practice Act in the 
Los Angeles court and again sentenced to pay a fine 
of $500 and serve ninety days in the county jail. This 
last jail sentence was suspended on condition that 
he pay the fine imposed and serve the ninety-day 
jail sentence imposed at his first conviction. He gave 
notice of appeal and was released on $500 bond. 


Los 


“Accused of quackery and of using the mails to de- 
fraud in connection with an asserted fake cure for 
tuberculosis, four persons pleaded not guilty before 
United States District Judge Hazel. The defendants 
are Charles F. Aycock, head of the concern; Glen S. 
Jordan, George T. Lester, and Martin H. Lester. 
The action was continued until December 15 to he 
set for trial” (Los Angeles Record, November 18, 
1930). (Previous entry, June 1928; April 1929.) (See 
“Nostrums and Quackery,” second edition, page 169.) 


“Grover C. Bohannon, owner of the Bohannon 
Cancer Institute in Berkeley, who was arrested in a 
raid on his establishment in October, was fined $4000 
by Superior Judge Fred V. Wood in Oakland today 
on his plea of guilty to conspiracy to violate the 
Medical Practice Act. It was the largest fine ever 
imposed in Alameda County. Bohannon was origi- 
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nally indicted on five felony conspiracy counts, but 
four were dismissed and the fifth reduced to a mis- 
demeanor. The conspiracy charge against Dr. Deon 
A. True (Crew), house surgeon at the cancer insti- 
tute, arrested with Bohannon, was dismissed by the 
court on motion of Paul St. Sure, assistant district 
attorney” (San Francisco Call-Bulletin, July 11, 1930). 
(Previous entry, March 1927.) 


On September 27, 1930, W. J. Conway, mentioned 
in October 1930 “News Items,” as the Chico Indian 
Medicine Man, is reported to have pleaded guilty to 
a charge of violation of the Medical Practice Act in 
the Court of Justice of the Peace Newton of Chico 
and paid a fine of $100. 


“The state’s appeal from a decision of the District 
Court of Appeal, granting Dr. George Darrow, con- 
victed of second degree murder growing out of an 
alleged illegal operation, a new trial, was taken under 
submission yesterday by the State Supreme Court. 
Doctor Darrow, an Azusa physician, was convicted in 
the Superior Court” (Los Angeles IJ/lustrated Daily 
News, December 3, 1930). (Previous entries, Sep- 
tember, October, and December, 1929; January, 
March, and September, 1930.) 


Dr. Cecil R. Drader of Greenville, recently found 
guilty of a narcotic charge and sentenced to ninety 
days in the county jail, has been cited to appear 
before the Board of Medical Examiners at the meet- 
ing which opens in Los Angeles February 3, 1931, to 
show cause why his license to practice in California 
should not be revoked. 


According to reports, Suzuno Eda, licensed mid- 
wife at Fresno, was on November 14, 1930, found not 
guilty (following a jury trial) of the charge of murder 
growing out of the death of Jeannette Louie. (Pre- 
vious entry, July 1930.) 


“For preceding his name with ‘Dr.’ when he had 
no license to do so, Roland H. Freese, listed as a 
chiropractor at 112 North Market Street, Inglewood, 
was given a suspended sentence of sixty days in the 
county jail when he appeared in the Inglewood Police 
Court last Saturday. ... The complaint was signed 
by Albert Carter, special agent of the State Medical 
3oard” (Inglewood Californian, November 10, 1930.) 


According to reports, W. T. Harbottle was ad- 
judged guilty of violation of the Medical Practice Act 
at Long Beach and on December 1 was sentenced 
to pay a fine of $300 or serve sixty days in jail, sen- 
tence being suspended for one year. It is alleged 
Harbottle operated the “Harbottle Magnetic Healing 
Institute,” American Avenue, Long Beach, giving 
manipulative treatments described by his patients as 
osteopathic massage or chiropractic treatments, and 
that since January 1, 1930, after deducting all ex- 
penses, he has collected from his patients the sum of 


$33,414. 


According to reports, Christi Jerian of Long Beach 
on December 1 was sentenced to pay a fine of $300 
or serve sixty days in jail on a charge of violation of 
the Medical Practice Act, sentence being suspended 
for one year. 


According to reports, Mrs. Versa I. McKinney of 
Los Angeles was on November 18, 1930, found guilty 


of an alleged illegal operation. Motion was made for 
a new trial, and she is now reported to be serving one 
year in the county jail on a charge of having agreed 
to perform an abortion. 


According to a recent report, an individual using 
the familiar eyesight swindler alias “Dr. Miles,” was 
alleged to have imposed upon Mrs. R. L. Banke, 
Pleasanton, California. 





